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PREFACE. 



These Lectures were originally published in the 
Medical Times and Gazette and in the Medical Ewa- 
miner, at the request of the Editors. They are 
now reproduced in a separate form at the instance 
of the Publishers. The Lectures that appeared in 
the Medical Ti??ies and Gazette are almost word for 
word as given in the class-room, having been taken 
by a shorthand writer. Seven were first published 
in the Medical Examiner, from notes taken by Dr. 
Godson. I would not have brought them out in 
their present form had I not received suggestions 
and encouragement Irom professional brethren, at 
home, and in France, Germany, and America. 

It will be obvious to the reader that the naming of 
authorities and literary references is avoided almost 
entirely ; and this is done for good reasons. The 
chapters are Clinical Lectures to Students, and the 
whole object of the teacher was to increase the 
acquaintance of his pupils with disease. The teacher 
had no time for anything however slightly foreign 
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to this purpose. Even if he had haxi time, the 
divergence into historical details would, he believes, 
have detracted from the efficiency of his teaching. 
It must not be supposed that he attaches little 
value to authority and to literary detail — quite the 
contrary. Indeed, he makes much of such matters 
in his Systematic Lectures, where they find an 

appropriate place. 

He has to thank Dr. Godson for assistance in 
passing the work through the press. 

Finally, he expresses hope that Dr. Fordyce Barker 
will pardon the liberty he has taken of dedicating 
the work to him without previously asking his per- 
mission. 



71, Brook Strbbt, W. 

November 1, 1879. 
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CLINICAL LECTURES. 



I. 



ON MISSED ABORTION. 

Missed Abortion is a subject that lies between obstetrics 
and gynaecology ; the cases indeed that I am particulariy to 
dwell upon were brought into " Martha*' as gynaecological 
cases^ or cases of diseases of women^ more than as obstet- 
rical cases. I do not know any subject better than this 
for illustrating the value or necessity of extensive know- 
ledge with a view to good diagnosis. If you do not know 
of a things you are quite sure not to suspect it ; and^ in all 
eases of difficult diagnosis^ if you do not suspect a thing 
you are almost certain not to find it. This remark is 

I 

especially true of the subject I have to consider now. 

A missed abortion is not a threatened abortion^ nor is it 
an imperfect abortion. A threatened abortion is a yery 
common occurrence. When a woman has a threatened 
abortion she suffers pain^ she has bloody discharge^ and the 
mouth of the womb may be found to open. An abortion 
may only get the length of being threatened ; that is to 
say^ the abortion may be averted and pregnancy may go on 
healthily^ — even when you have been able to feel, through the 
neck of the womb, the ovum as it hangs in the cavity of the 
body of the uterus. I have known also two cases in which a 
considerable piece of decidua was separated and discharged 
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without abortion taking place. It is naturally expected 
that^ as has been shown to be the case in placenta prsevia 
and in the separation of decidua in extra-uterine pregnancy^ 
the detachment of bits should take place near the internal 
OS, where it would least disturb the ovum. These are cases 
of threatened abortion, and among them may be in- 
cluded cases of extreme rarity, of abortion of one of twins, 
while the other remains in utero, and goes on in its 
development. 

This abortion of one of twins may be a missed abortion ; 
or the miscarriage of one of twins may be a missed mis- 
carriage. In that case the foetus and its envelopes, instead 
of getting rolled up into a parcel-like form, as I shall 
describe to 70U, become compressed and squeezed flat 
between the uterus and the growing ovum into the condi- 
tion which, when extreme, is called foetus papyraceus. 
I show here a beautiful specimen of foetus papyraceus, 
occurring in a case of twins where there was missed mis- 
carriage. 

To recapitulate : In cases of threatened abortion you 
may have a discharge of a bit of decidua; you may have 
the neck of the womb open to the extent of allowing the 
finger to pass, and to feel the ovum : and you may have a 
missed abortion or a missed miscarriage in the case of 
twins. 

Missed abortion is neither a threatened abortion or mis- 
carriage, nor an imperfect miscarriage. In order that you 
may understand an imperfect miscarriage (of which I have a 
remarkable instance to describe to you), I must tell you what 
is a complete or perfect miscarriage. If the foetus alone, or 
the entire ovum alone, comes away, the woman has mis- 
carried, or aborted, as it may be ; but the coming away of 
the ovum does not involve a complete miscarriage ; and an 
imperfect miscarriage is often a very disastrous thing. The 
ovum sometimes comes away alone, without any of its uterine 
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or maternal membranes. Sometimes the foetus eomes away 
alone^ without even the ovuline membranes. Sometimes 
the OYum comes away^ and the maternal membranes or 
decidua imperfectly. Sometimes only a bit of the placenta 
is left, as in the case that I am to relate. 

Imperfect miscarriage is a dangerous thing, frequently in 
consequence of the very serious and recurrent bleedings 
that result firom it. It not very rarely leads to death from 
mere putrid intoxication or saprsemia, or from septicaemia, or 
from pyaemia, just as happens after delivery at the full time. 
This is especially liable to occur if the miscarriage has 
come on in consequence of extensive endometritis such as is 
found in pregnancies occurring during typhoid fever. Im- 
perfect miscarriage is also often disastrous by inducing 
endometritis, generally purulent endometritis, and this 
frequently in connection with putrefaction of the parts left 
behind. 

The case of imperfect miscarriage which I am about to 
read is in every respect remarkable, and illustrates the sub- 
ject admirably. M.C., aged thirty-eight, married for sixteen 
years, has had six children, the last two years ago. On 
March 14 — that is, eight months ago — she miscarried with a 
three-months' foetus. The placenta did not come away till 
three weeks afterwards. Subsequent history shows that 
the whole placenta did not come away even then. For a 
fortnight before, and for six weeks after the miscarriage, she 
had considerable bloody discharges. Since then losses of 
blood have occurred occasionally. She is feeble and 
anaemic, but otherwise healthy. Nothing abnormal, except 
suprapubic dulness, discovered on examination of the hypo- 
gastrium. Digital examination per vaginam finds the cervix 
uteri largely patulous, greatly hypertrophied, but not 
softened as in pregnancy. Through the speculum it is 
observed to be anaemic or pale in colour, and to have on its 
inner surface slight abrasions. The vagina contains some 

B 2 



4 ON MISSED ABORTION. 

bloody discharge, which is not fetid. Ordered to have daily 
a drachm of liquid extract of ergot. After a fortnight, 
there being no diminution of the bulk of the uterus, and 
irregular haemorrhagic losses persisting, the cervix was 
dilated by tangle-tent. On the introduction of the tent, 
haemorrhage began suddenly, and proceeded to an alarming 
extent, two pints being the quantity estimated as lost within 
fifteen minutes. Mr. Garstang injected through a hollow 
probe a drachm of tincture of perchloride of iron diluted 
with an equal quantity of water, with no result. A small 
fiddle-shaped india-rubber bag was now introduced within the 
cervix. It stopped the haemorrhage. At 11 a.m., about 
thirteen hours after the haemorrhage, the bag was a second 
time expelled. No recurrence of haemorrhage. At 3 p.m. 
she was placed under the influence of ether, and the hand 
introduced into the vagina, two fingers with some difficulty 
into the uterus. On the posterior wall of the uterus was 
felt a projecting, moderately hard, wart-like mass of 
irregular form, and of extent equal to nearly two inches 
square. At first it was supposed to be a malignant out- 
growth, but as a line was found at which it could be 
detached, it was recognised as placental. Some difficulty 
was experienced in removing it by a sawing motion of the 
nails of the fingers in the uterus. About eight ounces of 
blood were lost during the operation ; but afterwards there 
was only a moderate amount of blood-tinted discharge. 
The mass was placental. On its foetal surface were only 
small patches of chorion. It was about a third of an inch 
thick, and dense in structure. The section was greyish- 
yellow, and bloody, it being almost certain that blood had 
continued to circulate in some of the sinuses, so maintaining 
the vitality of the mass. Prom these sinuses, where utero- 
placental, the flooding took place. The use of ergot was 
continued. Nine days after the operation the uterus mea- 
sured nearly three inches and a half only. The cervix felt 
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not more than half as bulky as it was. Fourteen days after 
the operation the uterus measured two inches and a half^ 
and the cervix was reduced to natural dimensions. 

This woman was very ill; her case was recoguiscd as 
probably dependent upon miscarriage, although the mis- 
carriage was the enormous distance backwards of eight 
months. I see no reason to think that, if this woman had 
not been properly treated, she could have escaped death 
from continuance of discharge ; for the placental mass was 
alive, and had firm adhesion to the uterus ; and when separa- 
tion would have taken place I do not know. I think it 
would not have taken place, but have led to the woman's 
being drained of blood, and dying. The case was supposed 
to be connected with a recent miscarriage, because there was 
no evidence of fibrous tumour nor of anything else that 
would account for the bleedings and the great size of the 
uterus. Had this woman's uterus been enlarged by a fibrous 
tumour so big as to make the cavity measure five inches, the 
tumour would have been easily felt ; but no tumour was felt. 
The uterus, instead of being enlarged as it would have been 
by a fibrous tumour, was a flattened mass which could not 
be distinctly felt through the anterior wall of this woman's 
abdomen. I call your attention to the great size of the 
uterus. There was no need of this size to include such a 
small thing as the bit of placenta which we took away, and 
the removal of which was followed by the complete cure of 
the woman, and the diminution of the uterus to its natural 
size. The case, then, is a very remarkable illustration of 
the power of a persistently attached piece of living pla- 
centa in maintaining the development of the organ, or, in 
other words, preventing its involution. In this it contrasts 
with the comparatively small size of the uterus in the next 
case — ^that of missed abortion. The case is quite clear. 
The woman had decidual endometritis aflfecting a part of 
her placenta, and making it adherent. . The placental deci- 
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dual endometritis was probably also the cause of her 
abortion. 

Before leaving the case, I call your attention to the 
circumstance of the great rapidity with which the uterus 
returned to its natural dimensions, after the oflPending bit of 
placenta was removed. Fourteen days after the removal of 
the placenta, the uterus and its cervix had both returned to 
the natural size, after eight months of persistent hypertrophy. 

The injection of perchloride of iron by Mr. Garstang 
was used before I had become satisfied of the danger of this 
remedy ; arising from its sometimes passing into the veins, 
causing clotting of blood and embolism. In some such 
cases death would have resulted, if the embolism had been 
survived, from sloughing of the parts tanned by the iron. 

I now come to the subject proper of my lecture — Missed 
Abortion. Before entering upon that I shall say a few 
words explanatory of rare conditions that occur in connection 
with this department of obstetrics. Protracted pregnancy 
is entirely denied by some eminent obstetricians ; I believe, 
however, in its occasional occurrence. Protracted preg- 
nancy is the condition of a woman who has passed 278 days 
— the interval between the last day of last menstruation and 
the expected confinement — and at least a fortnight more 
than this. There is, indeed, no very exact definition of the 
number of days at the end of which pregnancy becomes 
protracted. If, at this time, a woman's child dies in utero, 
there is not then protracted pregnancy ; she is in a state of 
missed labour. 

It is necessary to say something as to this point — 
namely, when a protracted pregnancy ends, or when a preg- 
nancy of any kind ends, and the condition of missed labour 
or missed abortion begins. "You cannot say that a woman 
is pregnant, without misleading your hearers, if she has only 
a lithopaedion in her abdomen ; neither is a woman properly 
described as pregnant who is in the condition of missed 
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labour or missed abortion. This subject is of great medico- 
legal importance, as I shall show you presently. 

Let me first give you the particulars of a remarkable case 
of protracted pregnancy and missed labour, which occurred 
in my private practice, and which forms a good illustration 
of these morbid conditions. The lady was forty-one years 
of age when she became pregnant for the first time. The 
uterus was, from the earliest time after its ascent into the 
abdomen, anteverted or pendulous. It was not the common 
form of pendulous belly, which can be replaced by bandage 
and held up ; it could not be replaced. This impossibility of 
replacement was also observed during her confinement ; and 
there was no reason to believe that there were any adhesions 
of the uterus. Her pregnancy up to the end of the natural 
term was otherwise perfectly healthy. She had a slight 
degree of generally contracted pelvis. Before giving you 
the dates I may tell you that none, in the most careful 
ordinary life, could be miore accurately ascertained or more 
reliable than those I now state. Her menses ended on 
December 12. On December 15 her husband left home, 
and did not return for nearly two months. Her confine- 
ment was expected on September 17. The motion of the 
child ceased on September 26. On October 17 she shivered 
and became feverish without any indication of labour com- 
mencing. It was considered necessary to deliver her. 
The mouth of the womb was artificially dilated, and she 
was artificially delivered on the following day, October 18. 
The child was enormous — a female, dead. The mother died 
on October 24. This is a case in which you have, with almost 
scientific certainty, slight protraction of pregnancy, and then 
the condition of missed labour. After a foetuses death under 
any circumstances it is generally discharged within a fort- 
night. In this case more than a fortnight elapsed after the 
cessation of movements, and there were never any symptoms 
of labour. 
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In some respects missed miscarriage or missed abortion is 
even more important than missed labour ; for, in a case of 
missed abortion, the history of the woman and her size may 
have led either to no suspicion of pregnancy having com- 
menced, or to suspicion which may have been dissipated by 
the further history of the case. In a case of missed abortion 
or missed miscarriage the important element of suspicion 
as to the real condition may not have come into the mind 
either of the patient or her physician. Mistake is then 
extremely liable to occur. This is not so likely in missed 
labour ; for in that condition the woman^s size will almost 
certainly have made her aware that she is in an advanced 
state of pregnancy ; and her firiends will also know it. I told 
you that missed labour may be a subject of great medico- 
legal importance. The same is true, and even more so, of 
missed abortion or missed miscarriage. Take the case that 
I am going to read, where a woman passed a foetus of about 
two months at the end of a pregnancy (if you so miscalled 
it) which lasted for five months. If, in such a case, the 
practitioner, without sufiBcient care, were to tell the husband 
that his wife had had a two-months child, you can easily 
understand that his natural rejoinder might be, " That cannot 
be my child, for I have been away from home five months V^ 
Such unfortunate misapprehensions have happened, and the 
occurrence shows the importance of counting the term of a 
woman's pregnancy, not up to the time when the foetus is 
discharged, but back to the time when it died. If this is 
kept in mind, the practitioner, in the imaginary case that I 
have given, will not make the mistake of leading the hus- 
band to think that the foetus just born could not have been 
begotten by him. It is sufficient to allude to this, the 
medico-legal importance of it is so plain. 

Now, when a woman has a missed miscarriage or a missed 
abortion, what is the course of events ? Tlie foetus dies ; the 
symptoms of pregnancy are arrested; milk sometimes ap- 
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pears in the breasts; haemorrhages from the uterus may 
occur, or they may not. If the liquor amnii is not dis- 
charged it is absorbed, and the contents of the uterus either 
macerate or become mummified. If the membranes re- 
main entire, the process undergone by the uterine contents 
is that of mummification. It is only when germs are ad- 
mitted, and generally after rupture of the bag of mem- 
branes, that putrefaction and maceration take place, and 
the more or less complete dissolution of the ovum. If the 
uterus has been felt, the remarkable observation may be 
made, that a woman going on apparently in pregnancy has 
the uterus steadily diminishing in size, instead of getting 
bigger ; and at last, and almost invariably (not invariably), 
before the full term of pregnancy, counting from the com- 
mencement of it, would have been reached, the ovum is ex- 
pelled. The expulsion is frequently unexpected. When it is 
expelled, you have a mass in a state of mummification, nearly 
dry, of a dirty-brown colour; and the foetus and mem- 
branes are concealed, being rolled up in the placenta, which 
is too firm to be compressed, and embraces the whole 
ovum. Such ova I have had sent to me more than once by 
practitioners, saying truly that the foetus appeared rolled up 
neatly in the membranes and the placenta as in a parcel. 
That was exactly the case in this instance. In this pre- 
paration you will see that the placenta and membranes have 
been opened up to show the foetus inside. In our case the 
edges of the placenta met over the foetus, embracing it 
entirely, rolling it up in a parcel-like form. I will now 
read to you the case. 

S. K., aged thirty-one, married eight years, has had four 
children (the last two years ago), no miscarriages. Had not 
menstruated for five months when a bloody discharge began. 
After this had continued for three weeks she became an out- 
patient under Dr. Godson. She was ordered ergot and strych- 
nine, and the discharge ceased. But it soon recomnaenced, and 
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she came into the hospital. Examination now discovered a 
dilated heart with a mitral regurgitant murmur. There was 
duluess above the pubes for an inch, but nothing abnormal 
could be felt. Digital examination per vaginam discovered 
the brim of the pelvis occupied by a moderately hard mass, 
with which the cervix, which is patulous, is connected by 
continuity. The uterine probe passes easily into the uterus 
three inches and a half. The uterus is mobile, not tender, 
and forms the mass occupying the pelvic brim. About six 
hours after this use of the probe, which was withdrawn 
untinted by blood, pains began. After about eight hours of 
pains amass as big as an orange was expelled. Very little 
haemorrhage accompanied and followed the birth of the 
mass. The patient rapidly recovered. The mass was found 
to consist of the entire ovum in a state of decomposition ; 
except the liquor amnii, of which there was not a trace. 
The whole presented a dirty-brown colour, somewhat like 
that of decolorised blood. The decidua and other membranes 
were rolled tightly around the foetus, the edges of the 
placenta meeting over it. The foetus was of the size of 
about two months' growth. On the foetal surface the 
placenta was covered with rounded projecting masses of 
various sizes, as of a field bean, or of a hazel-nut. They 
were beneath the chorion, and were formed of blood-clot in 
various stages of decolorisation. 

This is as perfect a case of missed abortion as you could 
desire to see. The length of detention, after the death 
of the foetus, is five months ; the woman then began to feel 
herself ill because she began to bleed. Observe, in this 
case, that the membranes remained entire ; therefore there 
was no putrefaction. The whole ovum was in a state of 
decomposition. Here I cannot avoid pointing out a com- 
mon mistake in obstetrical writing. Some of the best 
books on obstetrics divide all children and abortions into 
living or putrid. That is a very great mistake. Dead 
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children, dead abortions, in various stages of decomposition, 
are quite common ; but putrid foetus or putrid abortion is 
quite a rarity. Your nose is a suBBcient instrument of 
diagnosis. A decomposed foetus is very seldom putrid, and 
it should not be so described. In our case there was no 
putridity, but there was the peculiar condition of decom- 
position which I have called '^ mummification.'^ 

In this case I call your attention to what is perhaps a 
very important element — the disease of the heart. It is 
only recently that great care has begun to be paid to the 
bearings of disease of the heart upon pregnancy and par- 
turition ; I know of none paid to the bearings of disease of 
the heart upon abortion. It is a subject well worthy of 
attention and study. It would be quite easy to erect a 
theory of this woman's abortion founded upon disease of 
the heart. Disease of the heart induces miscarriage fre- 
quently. This is not a case of miscarriage; it is a case of 
missed abortion : therefore, the explanation of the depen- 
dence of the death of this child upon the disease of the 
heart (mitral regurgitation) is far from being made out. 
This is, as I have said, a subject which, like innumerable 
others, remains for you to investigate. 

You will notice in this case that I introduced the probe, 
and those who were present will remember that I said at 
the time, " I do this without hesitation, because, if the 
woman is pregnant, I wish the pregnancy to end.'' Before 
you decide to introduce a probe into the uterus you should 
always consider the question of pregnancy. In this case it 
was considered, and the probe was deliberately introduced. 
You see also beautifully illustrated, in this case, the power 
of what is called uterine catheterism in inducing labour. 
A single introduction of a uterine probe within six hours 
set the machinery of uterine pains a-going efficiently. 
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ON ABNORMAL PELVIS. 

The subject of this lecture is Abnormal Pelvis. An ab- 
normal pelvis is not necessarily a deformed pelvis ; it may 
be merely a small one. A deformed pelvis may be, as you 
see in this example, both small and deformed. The most 
frequent deformity occurs in pelves that are not otherwise 
small — that are large enough except in the seat of the de- 
formity. In connection with this subject we have a very 
great piece of progress in obstetrics that is going on at the 
present moment. Within my days, the introduction of 
anaesthetics into midwifery was a very great improvement. 
A still greater improvement, because saving of life is of more 
importance than saving of pain, has been the applications 
made of the antiseptic theory, not chiefly in the treatment, 
but in the prevention of diseases. That is undoubtedly the 
greatest improvement in obstetrics in modern times, and it 
is an improvement that is still going on and increasing. 

The subject that I am now to lecture on is a part of the 
great improvement that has been introduced in the treat- 
ment of abnormal pelvis. To show you in one sentence 
the striking character of this improvement, I may tell you 
that while, not very long ago, I visited an obstetric hospital 
which was not possessed of a callipers at all — had not such 
a thing ; — nowadays, in many of the best obstetric hospitals, 
every woman is measured to find out the conditions of her 
pelvis. I am not recommending you to measure every 
pregnant woman, yet these measurings have resulted in very 
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considerable increase of our information ; and although this 
universal application of measurement is not required^ still it 
shows you the contrast with the condition that I have men- 
tioned of a hospital that had not callipers at all. This great 
improvement has been introduced from Germany^ and it is^ 
in the main^ an importation from Kiel. In order that you 
may understand it^ I use the old division of mechanically 
difficult cases into three. You have firstly the slighter cases 
— and therefore the more frequent, and in that respect the 
more important cases — where the pelvis is spoken of as a 
pelvis whose conjugata vera varies between four inches and 
a little above three. These are the slighter cases. Now, 
in these cases the improvement that has been made is an 
improvement in our judgment of the conditions of the labour 
— an improved diagnosis, so that cases which are still exten- 
sively spoken of as cases of inertia (which is, no doubt, gene- 
rally an erroneous explanation, far too widely applied), or 
simply spoken of as " forceps cases,'' are now more exactly 
and correctly defined. They are recognised chiefly by de- 
viations from the ordinary progress of labour, or from the 
ordinary mechanism ; and these deviations from the ordi- 
nary mechanism are in a very great measure distinctive ; 
especially of cases of mere smallness of the pelvis, the pelvis 
being otherwise well formed ; and of cases in which the 
deviation of mechanism is produced by antero-posterior con- 
traction of the brim without the pelvis being otherwise 
small. This is not the place to speak further of this kind 
of diagnosis made during labour. I merely point it out to 
you because I wish you to see intelligently the interest 
attaching to preliminary investigations generally and in the 
cases that I am to bring before you at a further part of the 
lecture. 

If we come now to graver cases — the second kind of 
mechanically difficult labours, where the pelvis varies from 
above three down to, in exceptional cases, nearly two and a 
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half inches in the conjugate. In such cases the great im- 
provement which is still going on is an improvement, not 
in diagnosis, but in our judgment of the method to be pur- 
sued in delivering. In such cases it has been common — 
indeed, it may be said to be prevalent — for students 
or practitioners to divide themselves into two classes, and 
one set to swear a belief in version as the proper mode of 
delivering women with deformed pelvis ; while another set 
believe in the forceps as the proper mode. All such judg- 
ments are ill-founded. They are founded upon the mea- 
surement of the conjugate as the criterion ; and it was and 
is taught extensively that according to certain minute mea- 
surements of the conjugate, so you should proceed to deliver 
a woman by podalic extraction after version, or by forceps, 
or by craniotomy. Such a method of judgment must be 
entirely given up. It is necessary nowadays, if you are to 
treat your patients properly, to come to each case unpre- 
judiced, to study it as an individual case in which there are 
a great many elements besides the mere measurement of the 
conjugate, some of them more important than any refine- 
ment of that measurement. Among these elements are the 
presence or absence of general contraction of the pelvis, the 
position and other relations of the head, the state of the 
membranes, and the state of the uterine retraction. Now 
I wish to point out very impressively this error, which leads 
a man to treat a case on the assumption that all he has 
to do is to measure the conjugate. 

A similar defect in judgment runs through the recent 
writings in favour of the increased frequency of the use of 
the forceps in what may be called ordinary labours. In the 
case of deformed pelvis it is the measurement of the conju- 
gate that is held to be the criterion of practice — the better 
judgment founded on the consideration, not of one, but of 
all the important elements of the case, being omitted or 
lost. In the case of forceps, statistics, whose accuracy 
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requires consideration^ are held as showing success resulting 
from a certain frequency of their use, and practitioners are 
directed to look at that frequency as a criterion of good 
practice — ^the better judgment founded on a full and careful 
consideration of all the particulars of each case, or of each 
group of cases, being again also omitted. 

Although it is out of place, I shall here make one remark 
on using statistics in judging of the forceps practice re* 
ferred to. The forceps cases of a forceps enthusiast are 
unfairly set against those of one ivho rarely uses the instru- 
ment. I advise you to trust to Nature as far as you wisely 
can ; to be loth to take a case into your own comparatively 
ignorant and unskilful hands ; and to judge that the success 
which the forceps practitioner seems to have, as against 
leaving cases to Nature, is a fallacious appearance of success, 
if it be true that Nature is on the whole better than forceps. 
For, if a forceps practitioner delivered all his cases artifici- 
ally, his so-called success would be still greater, which is 
absurd. Practices in which the forceps is often used should 
be compared with practices in which the instrument is 
rarely used. We require more diagnostic refinement of 
the causes and conditions of difficult labours ; and it is a part 
of this diagnostic progress that I am trying to teach you 
to-day. This improvement will diminish the number of 
cases going by the name of the treatment — as forceps — and 
describe them less nosologically and more pathologically. 
No doubt it will diminish also the number of cases vaguely 
called inertia^ or declared to be from an undiscoverable 
cause. 

The third class of cases — ^the gravest cases — cases which 
run from two and a half inches downwards to less — have also 
undergone very great improvement, the improvement being 
in the kind of instrumental treatment, the means of carry- 
ing out the design of the practitioner ; not as in the former 
dass, deciding what is to be done, but the method of doing 
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it. Upon this third class I shall say nothing more mean- 
time. 

Now I come back to the first set of cases^ which are far 
the most important — the slightest class of mechanically 
difficult labours. The astonishing result has been clinically 
arrived at, that in Germany there is a mass of from 12 to 15 
per cent, of such cases. I am quite sure that there will be 
found much fewer in this country. That is a judgment, 
not a statement founded upon exact information, because I 
know no hospital or practice in this country where there 
has been systematic measurement of every case and obser- 
vation of the mechanism of early labour, with a view to 
decide such a question ; but it is founded upon this, which 
is almost positive proof, that in this country malpresenta- 
tions, cord presentations, face presentations, are rarer than 
in Germany. I should be very much astonished, therefore, 
if a careful clinical inquiry resulted in showing that in this 
country there were so many as from 12 to 15 per cent, of 
pelves abnormal, as has been found by thoroughly compe- 
tent authorities in Germany. 

In these slightest cases, pelvimetry is most difficult. 
The pelvimetry in these cases consists in very simple mea- 
surements, which, however, you require to learn to make. 
A practitioner is very awkward in making such measurements 
at first, and he requires to have a good callipers or other good 
external pelvimeter. He requires experience, still more, 
for internal pelvimetry. 

How do you proceed in these cases ? The patient is un- 
dressed, and placed on a suitable bed for examination. 
The object is to find out as nearly as you can the length of 
the conjugata vera, and to find out the general size of the 
pelvis. In all cases these are the two chief things ; but in 
cases of higher deformity you go farther, and measure such 
things as the distances of the posterior superior spines of 
the ilia, and make a variety of further observations which 
I do not enter upon now. 
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The first measurement is of the external conjugate 
(" C. ext/'), frequently known as D.B., the diameter of 
Baudelocque. Now^ the external conjugate is measured 
from what you judge to be the first spine of the sacrum^ or 
from a hollow that is generally found below the last lumbar 
spine, to the mons veneris in front of the symphysis pubis. 
In a healthy woman that measurement is from seven and 
a half to eight inches ; I shall put it down at seven and a 
half. There are sources of variation which will easily 
suggest themselves to you^ such as the different amount of 
fat in different women. Now for the judgment you form 
from this. You take off two and a half for the thickness 
of the sacrum ; you take off fully an inch for the thickness 
of the pubes and the soft parts — ^that is, you substract quite 
three inches and a half from seven and a half. If you had 
nothing else to rely upon, and you found the measurement 
seven and a half, you would say a four-inch pelvis — a healthy 
pelvis so far — ^four inches. But you will find in practice 
that this is not a very reliable measurement, therefore you 
take other measurements by which to correct this. It so 
happens that in the most interesting case I have to mention 
to-day the measurement proved correct, or as nearly correct 
as was to be expected. In this poor woman, whose pelvis 
I have in my hand, the external conjugate was five and a 
half; take off frilly three and a half, and you have left two 
inches, or somewhat less. 

The next dimension you take is the measurement of 
the spines, as it is called. This measurement is from the 
external margins of the anterior superior spinous processes 
of the ilia^ and it is known by the marks I show you here, 
*' Sp. il.^^ In healthy women this measurement varies 
greatly, and it is about ten inches. Then you take another 
measurement between the most distant parts of the crests 
of the ilia, and this is known in books as " Cr. il.,'^ and in 
healthy women generally measures eleven inches, or fully 
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an inch more than the former. These two measurements 
afford valuable evidence ; they are easily taken, and you 
will find their value excellently illustrated in the cases I 
have to go over immediately. If these measurements are 
both small, then you have reason to suspect that the brim 
of the woman's pelvis is small. If the measurement (as in 
this case) of the crests is smaller than the measurement of 
the spines, or equals then you have reason to believe that 
the pelvis is contracted or flattened in its antero-posterior 
diameter. 

The next measurement is the most difficult ; it is 
also the most important. In the graver cases no other 
measurement is absolutely required — ^that is, the measure- 
ment of the conjugata diagonalis, which is known in books 
as " C. d.'^ — generally in a well-made pelvis four inches and 
a half. Bat in a full-sized pelvis it is often not to be 
measured during life : to do so would give the woman too 
much pain ; you would have to force the fingers too far in 
order to succeed. You will see how easily it is measured 
in some of the cases of contraction that I shall presently 
describe. This measurement is made by pushing one or 
two fingers per vaginam so as to touch the promontory 
with the point of the index -finger if one is used, or of the 
middle finger if two are used (the index-finger being not 
long enough). With the nail of the index of your other 
hand you mark off where the inferior border of the sym- 
physis cuts the radial side of the introduced index-finger, 
and then you have a pretty accurate measurement of the con- 
jugata diagonalis by telling off the distance between the 
point of the index-finger if that alone was used, or between 
the point of the middle finger and the mark you have made 
with the nail of your other index upon the radial border of 
the hand. This gives you the conjugata diagonalis. Now, 
from this you argue as to what you wish to ascertain — 
namely, the conjugata vera ('^C. v.^') The conjugata 
diagonalis being ascertained, from this take half an inch. 
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and you get the eonjugata vera which you seek. There are 
a good many niceties about this measurement^ but you get 
as your result in a healthy pelvis four inches from 
this plan^ just as you get it from the diameter of Baude- 
locque. 

These measurements^ in the slighter class of cases^ are 
important^ but they have to be supplemented by measure- 
ments during labour, and by observations of the mechanism 
of early delivery. 

Now I come to the cases. We have had recently in 
" Martha'^ four cases, not of the first or slightest class, but of 
the second and third. 

The first case is one of which this well-known museum 
preparation may be held to be a representation, for in the 
patient, whose case I have now to read, the condition was 
exactly similar. The case is one of osteo-sarcoma of the 
sacrum ; the pelvis being neither small nor deformed, in the 
ordinary sense of those words ; but for obstetric purposes 
extremely deformed. 

E. P., aged twenty-seven, married for seven years, has 
had four children, all born at full time ; complains of almost 
constant pain in the lower part of the back, greater on the 
left than on the right side. This pain has been present 
since her last confinement, seventeen months before ad- 
mission into the hospital. About the seventh month of her 
third pregnancy she first felt this pain — about three years 
ago. The child was delivered by craniotomy. The pain, 
which had been less or altogether gone, returned about the 
seventh month of her last or fourth pregnancy. This child 
was also delivered by craniotomy. Besides the pain she 
has leucorrhcea and frequent micturition. She has not had 
a monthly illness for two months, and thinks she is pregnant. 
She is on the whole a well-made woman. A large solid 
tumour occupies the posterior parts of the pelvic cavity so 
as to reduce the available conjugate to one inch and a half or 
thereabouts. There is a rounded, flattened, and slightly pro- 
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jecting swelling of the base of the sacrum externally, and 
more on the left than on the right side. The uteros 
is elevated above the brim of the pelvis, and is three inches 
in the length of its cavity. She was found to be not 
pregnant, and was dismissed. 

You will observe this case was not measured by callipers, 
because measurement by callipers could afford us no infor- 
mation — the woman had no deformity to be detected in that 
way ; and besides, the external tumour would render any 
measurement by callipers useless. The fingers here made 
the measurement : they measured the available conjugata 
vera actually and at once, and they found it one inch and a 
half at the time of her coming into the hospital. Here the 
measurement of the conjugata diagonalis was not attempted, 
not required, and it could scarcely have been done. This 
woman's disease began befoire the third pregnancy, in which 
she was delivered by craniotomy, after having had her 
former children easily enough. The disease was gradually 
increasing ; and now, if she were falling in the family way 
again, abortion should be induced to save her from the 
dangers of delivery by Caesarian section. She could not be 
delivered, if she went on to near full time, in any other way. 
In this woman, then, had we found pregnancy to exist, we 
should not have hesitated to destroy the pregnancy, in order 
to save her from the dangers attendant upon delivery of a 
child at or near term. 

Cases of osteo-malacia are very uncommon in this country. 
There is a case at present in one of the medical wards. A 
woman may be seized with this disease after she has had 
some children quite easily, and may offer you a history like 
the history of this woman, of gradually advancing deformity 
of the pelvis. But in the case of osteo-malacia you would 
have very different conditions. The whole skeleton is modi- 
fied, and the woman is gradually sinking in stature as well 
as having her pelvis diminished in its conjugate diameter. 
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In fact, the cases have no analogy to one another except in 
the circumstance that you have the deformity of the pelvis 
gradually increasing firom one pregnancy to another, and 
requiring, as the deformity advances, different kinds of 
delivery if the woman is allowed to go on to full time. 

The next case is one of a commoner kind — a case of gene- 
rally contracted rickety pelvis. This woman, aged twenty- 
seven, was brought into Martha ward in labour on June 24 
last. She has been deformed since childhood, and is of low 
stature, measuring four feet two inches. She was married 
on September 24, and has had no catamenial discharge since 
then. Pains began on the 22ud ; they were never severe. 
The cord became prolapsed on the morning of the day 
of admission — it is pulseless. The diameter of Baude- 
locque was found to measure five inches and a half, the 
crests measured eight inches and a quarter, while the spines 
measured more — eight inches and a half. The uterus has 
a natural feeling, projects extraordinarily, and has a left 
lateral obliquity. Through the hypogastrium the child's 
head can be felt, movable. The limit of the uterus and 
cervix not distinctly felt, from the pains being slight — it is 
about half an inch below the level of the navel. The ex- 
ternal parts are swollen and congested. The external os 
uteri is dilated to the size of a florin. The head presents 
in the first position. Two fingers can with difficulty be 
squeezed into the conjugate, which is almost an inch and a 
half, and there is no considerable increase of any antero- 
posterior diameter of the brim at any part. Some pelvic 
brimshave dilatations at one or both sides of the promontory ; 
in this case there was no increase. Caesarian section was 
performed, and proved fatal from septic peritonitis of slight 
extent and degree upon the third day. In this case the callipers 
were used, and they alone indicated very accurately the kind 
of deformity and the degree. But the fingers gave an ad- 
ditional measurement by being jammed into the actual and 
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available coDJugata vera^ so as to measure directly the size 
of the conjngata, just as in the former case. The pelvis in 
this case was made out without any difficulty to be a pelvis 
which was generally contracted or small^ highly deformed, 
with a conjugate of an inch and a half, and its deformity 
was rickety, the brim having a reniform or kidney shape. 
I have not entered in this case upon the woman's medical 
history, which of itself showed that she had a pelvis almost 
certainly rickety, and involving great difficulty and 
danger should she come to be confined at or near the full 
time. 

The next case I have to mention is one of a commoner 
kind ; it is also a case of generally contracted rickety 
pelvis. This young woman was aged twenty-two, healthy 
looking, four feet four inches in height; had her last 
monthly period in the beginning of April, six months ago ; 
had previously been always regular. The legs are curved, 
nearly symmetrically, the convexity looking outwards to 
either side, the greatest curvature being at the junction of 
the middle and lower thirds. The abdomen presents the 
characters of a pregnancy advanced beyond the sixth 
month. The posterior superior spines of the ilia are not 
easily or well made out — two inches apart. The diameter 
of Baudelocque is six inches ; spines eight inches and a 
half, the left being an inch and a half higher than the 
right ; the crests eight inches and a quarter ; the diagonal 
conjugate is three inches; the sacrum is acutely bent in a 
posterior angular curvature below its middle. The spine 
has a slight right lateral curvature in the dorsal region^ 
compensated by one in the lumbar region to the left. The 
induction of premature labour is recommended as soon as 
the child is viable, the conjugata vera being judged to be 
Uttle more than two inches and a half. 

You will observe the words I use in regard to this case : 
that the conjugata vera is '^ judged '' to be so-and-so. In 



ON ABNORMAL PELVIS. 23 

this case you cannot, before labour^ actually measure it — 
you cannot measure it as in the two former cases, by 
jamming the fingers into it. In all cases that can be done 
just after the child is bom, and should be done. In the 
great deformities, such as those of the two women I have 
previously described, it can be done before labour, but in a 
case like this it cannot be done. Therefore I have here a 
judgment as to the measure of the true conjugate ; we do 
not actually measure it. 

I have still another case of equal interest, but I shall 
not read it to you. I shall merely mention it. It is like 
the last, but still slighter in its dangerous character. It is 
the case of a woman who had had eleven children, and of 
these children she bore only two spontaneously — the first 
two. Of these two the second alone was born alive, and 
survives. Now I mention these few particulars of this 
ease to point out to you an observation of great interest — 
the contrast between successive labours in a slightly de- 
formed pelvis and in a healthy pelvis. Everybody knows 
that, in an ordinary practice, tedious and diflScult cases are 
expected among the primiparse : and it is quite true. The 
observation is correct. In the cases of primiparse you are 
not astonished at having a long, expectant sederunt. Subse- 
quent labours are undoubtedly more and more easy, mechani- 
cally speaking, till at last they very frequently become far 
too easy for the woman's safety. But in the case of the first 
degree of deformity of the pelvis you have, as this case 
illustrates, the opposite course. It is the first labours that are 
easiest. In the first labour the woman's power, and especially 
the labour including the uterine power, is the greatest, and 
in a woman's first labour she may succeed in forcing the child 
at the full time into the world, while in subsequent labours 
she utterly fails from weakness or inadequacy of the powers 
of labour. In a woman with a slightly deformed pelvis you 
expect subsequent labours to be the more diflBcult, apart 
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from any increasing deformity^ and simply from the powers 
of labour being less as pregnancies increase in number — a 
well-known fact. 

I go back to repeat what I said when I was speaking of 
the second class of deformed pelvis, that the measurement 
of the pelvis, and especially the measurement of the con- 
jugate, even if accurately made, is not the criterion of the 
mode of delivery to be adopted at the fiill time, or if pre- 
mature labour is induced. In the same woman, conditions 
may vary in different labours ; and, in different cases of the 
same dimension, conditions may vary, so that at one time 
perforation may be the right operation, and at another time 
turning may be the right operation ; and I may state to 
you that turning, or rather delivery by podalic extraction 
after turning, is not to be resorted to unless you have a 
rational prospect of getting a living child. If your delivery 
by turning ends in the birth of a dead child it is, to a con - 
siderable extent, a failure; it would have been better to 
perforate — safer for the woman. You may not justly 
condemn your practice retrospectively. Nevertheless, it is 
a fact that you would not choose to turn a dead child ; and if 
you turn a living one, and do not extract it alive, your opera- 
tion is partly a failure ; perforation would have been better. 

You may use the forceps, and you can easily understand 
that not only may the forceps be used in one instance in 
the same woman, where in another instance turning is the 
right operation ; but you may be pretty sure that as the 
forceps is the operation most used in the slightest cases, so 
it will be the most frequent operation : you will more fre- 
quently have recourse to the forceps than to podalic 
extraction after version : but that frequency is nothing at 
all in favour of the forceps as an operation in jealous rivalry 
with version. There is no just occasion for any rivalry. 
Every case must be judged of on its own merits, the whole 
particulars being taken into consideration. 
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TSlow, finally^ suppose you have had a case of this kind. 
The future treatment of the woman is easier, because in 
future pregnancies you have the history of the labour in 
the former pregnancy to aid you. And every woman who 
has a deformed pelvis should have kept for her a careful 
record of the history of her various deliveries, so that the 
practitioner may have the instruction derivable from former 
deliveries. 

Every woman whom you deliver, who has a pelvis that 
is at all suspected of contraction, should have five different 
measurements of her brim, for the purpose of guiding the 
treatment in subsequent confinements. 

]^^*ly> 7^^ have the measurement of the conjugata vera 
founded upon the measurement of the diameter of Baude- 
locque — ^the external measurement ; 'and that you can get 
at any time. Secondly, you have the measurement of the 
conjugata vera founded upon the measurement of the con- 
jugata diagonalis ; and that measurement you can fre- 
quently get at any time, whether the woman is pregnant or 
not. The third measurement is a measurement that we 
can only get when the woman is not in a state of advanced 
pregnancy ; it is a measurement which is easily made in a 
thin woman — a woman who has not much fat in the 
anterior abdominal wall, nor any kind of abdominal dis- 
tension. You can make out in such a woman through the 
anterior abdominal flap the promontory of the sacrum and 
the symphysis pubis, and measure the intervening distance. 
Then you have a fourth measurement, which generally can 
be made, and is made, only during delivery, or immediately 
after it. I told you that in a slightly contracted pelvis 
you cannot actually measure the conjugata vera before 
delivery as you can measure it in an extremely contracted 
one by jamming the fingers into it ; but immediately after 
delivery it is your duty to do that, and you do it by intro- 
ducing your whole hand into the pelvis. Every practitioner 
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knows the breadth of his hand at different parts^ and he 
finds out the number of fingers he can pass into the con- 
jugate, or the degree to which his whole flat hand will go 
into the conjugate. He can measure actually at that time 
the size of the conjugata vera. That is a fourth measure- 
ment that every woman should have made upon her during, 
or after, her labour if her pelvis is suspected. There is a 
fifth which is also very valuable. Of course, in a case of 
delivery of this kind, you watch the passage of the child^s 
head, noticing the diameter which comes through the con- 
tracted part; and, as soon as the child is born, you take 
your callipers and measure this part, generally near the 
bi-temporal diameter, and you measure it, pressing your 
callipers pretty firmly, as probably the pelvis pressed pretty 
firmly, as the child's head came through. This gives you 
the size of the body that came through. 



III. 



CHRONIC CATARRH OF THE CERVIX UTERI. 

The case which forms the subject of this lecture, is 
one of chronic catarrh of the neck of the womb, a disease 
which has for many years been popularly known in the 
profession and to the public as " ulceration/' This term 
conveys a very erroneous idea of the formidable character 
of this disease, so that it has given to patients an immense 
amount of unnecessary and unjustifiable alarm. When a 
woman has a genuine ulcer of the womb, such as would be 
so designated by a surgeon, destroying tissue deeply, you 
have ground for alarm, for most of these cases are malig- 
nant in character. 

The disease is now generally called by the name I have 
given it. 

First, it is chronic. You are all familiar with acute 
forms of catarrh, such as the common cold in the head, 
which for a few days causes so much fever, pain, and 
annoyance, and then disappears. A woman is liable to 
similar acute catarrh of the cervix uteri ; but that is not 
the disease of which we are speaking. Our disease is 
chronic, for it is of long duration, sometimes being so even 
when diligently treated. It may last for years or a great 
part of a lifetime, during which a woman may have borne 
several children. In the case now in Martha ward we 
judge from the history that it has lasted at least thirty-two 
weeks. 
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Second^ it is a catarrh^ presenting all the usual appear- 
ances of this diseased condition. The mucous membrane 
is swollen, red, is easily made to bleed, and secretes a muco- 
purulent fluid or simple pus. In the part of the cervix 
that can be seen, the mucous membrane has often a punc- 
tated appearance, which is called granular. This arises 
from epithelial denudation or so-called ulceration, laying 
bare or making visible the papillae, which are specially 
injected, and whose vessels are easily ruptured, and bleed. 
Our patient complains greatly of losing blood : so much, 
indeed, as to be called by her (not by us) flooding. 

Third, it is an afiection of the neck of the womb. This 
part, you must always remember, is physiologically and 
pathologically, as well as anatomically, quite distinct from 
the real womb, or body of the womb. The latter is the 
organ of menstrual excretion and of pregnancy. A neck 
of a bottle is much less a distinct part from the bottle 
proper than is the neck of the womb from its body. The 
cervix uteri is a large open gland, and very liable to catar- 
rhal inflammation. This, then, is the disease, chronic 
catarrh of the neck of the womb. 

This disease is of considerable importance on account of 
its frequency, not on account of its nature. It is in every 
respect an important disease, yet it is not to be classed with 
fevers, degenerations, with rheumatism, or gout. If a 
classification of diseases were made, according to their 
gravity, I daresay this disease would not be placed higher 
than the third rank. Many women — but far from all — 
who sufler from it, pay no attention to it, and can scarcely 
be said to be patients in any ordinary sense. In some 
women it is important from the alarm it causes; in our 
patient in Martha ward, it was supposed to be^ a malignant 
rodent ulcer. In all it deserves attention, and demands 
treatment at your hands. 

It is generally said to be the commonest disease pecu- 



CHRONIC CATARRH OF THE CERVIX UTERI. 29 

liar to women ; but I am not sure of this. I think it 
has rivals in chronic ovaritis^ and in chronic inflamma- 
tion of the uterus and ovaries. Yet there is no doubt 
its commonness justly gives it great interest and pro- 
minence. 

I cannot pass on without saying a few words on the 
historical position of this disease^ ^^ ulceration of the 
womb." This history is an illustration^ and in some re- 
spects not a creditable illustration^ of the medical philo- 
sophy of this century. It shows that the period of medical 
enthusiasms^ not yet passed^ has characters^ besides those of 
weakness^ allying it with passing religious enthusiasms. 
Ulceration was raised into the position of a gynaecological 
system^ and all the diseases of women were managed 
accordingly. I can well remember — ^indeed all except 
students cannot fail to do so — ^how, over the whole world, 
gynaecological practitioners were busy with speculum and 
caustic, and thought they had in these tools a panacea for 
the diseases of women. 

Luckily for you, great medical systems are unknown 
now. Had you been students a generation or two ago, you 
would have been taught, as your paramount acquirement, a 
system — of Boerhaave, or of CuUen, or of Broussais ; and 
you would have been carefully indoctrinated, it being held 
that you could not practise safely without the guidance of a 
system^ and that in all your dealings with your patients you 
should keep the system before you as your guiding star. 
Just so was it with the little ulceration system in gynaeco- 
logy. We must stamp out these premature systems in 
medicine, and in gynecology too. 

The re-introduction of the speculum in the early part of 
this century, by Recamier, showed, as a striking and fre- 
quent phenomenon in women, a redness around the os uteri, 
which was called an ulcer. This discovery is the real com- 
mencement of modern gynaecology. It ripened into the 
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system I have spoken of. This system is happily obsolete, 
and we can now calmly describe this important disease. 
Before leaving this subject let me give you a picture, almost 
in the words of one of the most eminent European gynse- 
cologists, of the exaggerated views entertained, not above 
twenty years ago; and I may tell you this picture was 
regarded as no exaggeration by many, if not most, of the 
great gynaecologists of this country. 

He gives a description of the fearful results of uterine 
cataiTh and so-called ulceration, and blames the neglect of 
practitioners to examine — a blame which he carefully ex- 
tends io the management of those cases wherein all bad 
symptoms having disappeared without local treatment, he 
declares the cure to be only deceitful, and a source of dan- 
gerous confidence. He also expresses his conviction that in 
at least eight out of every ten cases of hysteria the various 
nervous lesions depend on some kind of uterine catarrh^ 
and impresses on his medical brethren that in no case of 
nervous disease in the female does he commence treatment 
until he has himself made a careful vaginal examination. 
A few of the nervous lesions he enumerates, including 
nervous headaches, hysterical aflfections, palpitation of the 
heart, neuralgise of all kinds, the most various spasms, 
hypersesthesias, anaesthesias, paralyses of the lower extre- 
mities, &c. &c. ! ! 

Chronic catarrh is very indistinctly referable to certain 
causes. Among them may be enumerated childless marriage, 
abortion, or full-time delivery, or cold, or gonorrhoea, or to 
suppression of the menses, as in the case immediately 
before us. 

The patient complains of pain in the back, or, to be 
more exact, about the base of the sacrum. This is a com- 
mon seat of cervical uterine pain, and is well illustrated in 
the pain experienced by women in labour during the dilata- 
tion of the OS uteri. Pain down the thighs, feeling of 
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weight about the rectam or lower part of the belly, are 
common ; and there are many other ill-defined symptoms 
referable either to the disease or to the constitutional dis- 
order which sometimes it induces. 

What chiefly attracts the woman's attention in most 
though not all cases, is an extraordinary discharge. All 
such discharges, when not bloody, are familiarly termed 
" whites'^ by women ; but, if there is any occasion to be 
exact, you cannot rest satisfied with such a mere name. 
You must see the discharge before it has dried on a cloth, 
or see it in situ. Often, and even in severe cases, there is 
little dischai^ to show. In our present case, although the 
disease was extensive, there was little discharge; it was 
only to be well seen by exposing the diseased part, and 
observing its thick, yellow, viscid character. You cannot 
judge of these discharges when dried on a diaper, for 
then they are all very nearly alike, appearing as dirty, 
greyish-yellow stains. A discharge in cervical catarrh may 
vary from the healthy crystalline viscid mucus of the part 
through opalescence to yellowness or greenness. The worst 
kind is not viscid, but a thin yellow pus. 

A milky- white discharge is scarcely to be called morbid. 
It is the vaginal mucus in excess, and occurs in very many 
weakly women after a long walk, or even without apparent 
cause. A glairy albuminous crystalline, or slightly opaline, 
discharge is also scarcely to be called morbid. It comes 
from the cervix. But a yellow or purulent discharge surely 
indicates disease. 

This discharge is to be traced to its source, and this is 
done by using a speculum, which shows part of the catar- 
rhal surface with the discharge flowing. The discharge 
may be wiped ofi^ by a mop to disclose the disease better, 
and often the mop sets agoing an oozing of blood. The 
duck-bill speculum is the best, but it is not generally used 
in private practice, because it requires special adjustment 
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of the patient and of the lights and the aid of an assistant. 
Besides^ some exposure of the patient's person is scarcely 
to be avoided. After it, the best speculum is the mirror-glass 
speculum, which I show you. These specula are made of 
various sizes, and you use the largest that you can intro- 
duce without difiBcultv. 

» 

The speculum only shows you a part of the disease, the 
part that used to be called the ulcer. It is now known 
that the disease often, indeed generally, affects the whole 
cervical surface, and in some cases, as in the one now in 
Martha ward, the neck of the womb is so softened, its 
muscular coat so relaxed or paralysed, that you can, by a 
probe, or spatula, open up the external os, and look into 
the cavity of the cervix. This makes the disease appear 
very extensive. In most cases the opening up of the cervix 
is impracticable. 

I will now read you some details of the case. M. D., 
»t. forty-six, married twenty-two years, four children — last 
seven years ago — was admitted on January 8th. 

She says her catamenia commenced at sixteen years, 
with intervals of three weeks between each period, and 
continued fairly regular up to the birth of her last child, 
seven years ago, whence she dates her present illness. 
Her catamenia then became more profuse, and recurred 
with intervals of fourteen days. Thirty-two weeks ago 
the catamenia stopped for ten weeks, and a yellow dis- 
charge came on. 

During the last three weeks she has had severe sacral pain. 
She has also pain in the hypograstric region, and shooting 
pains down the thighs. She has also had a flooding, which 
lasted twenty-four hours, and she continued losing slightly 
for fourteen days after. 

Per hypogastrium, nothing unnatural is found. Per 
vaginam — Cervix uteri is in normal situation, considerably 
enlarged by expansion, so that two fingers can easily be 
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introdaced; quite soft, and partially denuded of epithe- 
lium, and secreting a viscid yellow muco-pus. 

We will now proceed to the treatment of the disease, and 
this varies according to its severity. 

In many slight cases a lotion may be used, partly to 
keep the vagina clean, and also to wash the accessible part 
of the diseased surface. The lotion may be applied by the 
patient herself with an ordinary Higginson's syringe, which 
throws the lotion against the cervix. 

The lotion is used daily while the monthly period is 
absent, and often nothing more is required in the way of 
treatment. 

It is a great mistake to use strong astringent lotions of 
alum or of decoction of oak-bark, for these have onlv tem- 
porary and only apparent good effects. They are injurious 
by the irritation of the vagina which they produce. A 
soothing, healing, cleansing application is what you want. 
Eight ounces of tepid water, holding in solution half a 
drachm of sugar of lead, is a good lotion ; or the same 
water with half a drachm of alum, and also of sulphate of 
zina 

The ordinary treatment is the cauterisation, by nitrate 
of silver, of the diseased surfaces. The stick is to be passed 
into the cervix and turned round. This may be repeated 
every third or fourth day for several times. It is not the 
most successful treatment. Many cases do not yield to it ; 
and firequently the practitioner perseveres with its use, not 
only long after it has ceased to be useful, but when it has 
become positively injurious. I have known this kind of 
treatment continued for years. Long before such a period 
has elapsed, indeed after several — say about ten — applica- 
tions at most, in ordinary circumstances, the practitioner 
should have the case cured, or give it up as not amenable 
to the method. 

In the severer cases, such as that which is the subject 

D 



34 CHRONIC CATARRH OF THE CERVIX UTERI- 

of this lecture, the best treatment I know of is by zinc- 
alum. This caustic has the advantage of requiring gene- 
rally only one application. It was introduced to my notice 
by the late Dr. Skoldberg, of Stockholm. Sticks of zinc- 
alum, from one to one and a-half inches long, are made by 
fusing together equal parts of sulphate of zinc and sulphate 
of alum, and running the mixture into moulds of the size 
of a No. 6 or 7 bougie. The cervix is exposed, and a sound is 
passed to find if the passage is clear, and to show its direc- 
tion. Then the stick of zinc-alum is introduced and left 
in the cervix. A plug of cotton or lint is placed in the 
upper part of the vagina to keep the stick from coming 
out, and to receive the dissolving caustic. After three hours 
the plug is removed, and the vagina well washed with tepid 
water. The caustic produces a yellowish-white slough, 
which, after several days, comes ofi^, leaving in successful 
cases a surface which secretes healthy cervical mucus, and 
soon assumes its healthy appearance. This has been the 
history of the case now in Martha ward. The cervix is 
contracted, the catarrhal condition is nearly healed, and the 
secretion is healthy, all within a fortnight, from the use of 
the remedy once. 

Zinc-alum is stronger as a caustic than nitrate of silver, 
as usually applied. It produces a very thin scale of slough, 
whereas the slough of zinc-alum is as thick as a sixpence. 

In the severest cases, when you have hypertrophy and 
sometimes a nodular condition of the cervix, stronger 
caustics are of most use. Caustic potash, duly applied 
so as to produce a slough in the thicker hypertrophied lip, 
is the best remedy. Sometimes the actual cautery proves 
very efficacious. Cases of this kind are not cases of simple 
catarrh, but are complicated by peculiar pathological changes. 
They are sometimes now called erosion, or erosion with 
hypertrophy. 

Finally, there are many very slight cases in which you 
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have no morbid secretion, but merely a little red patch, 
often called an abrasion, on one lip or around the os. In 
such you had better not interfere. You unjustifiably alarm 
your patient, and you do her no good. Indeed, it is almost 
certain that local treatment will make matters worse. 
Bathing and other constitutional remedies may be resorted 
to. Such redness around the os uteri I have seen in an 
adult foetus which had never breathed. Analogous condi- 
tions are frequent in the throat, and frequently subjected 
to prolonged treatment in vain. I have said that chronic 
catarrh is important ; and have, in concluding, to add that 
it is advisable you should not go on indefinitely treating 
it. If, after two or three trials, which may each extend 
over several weeks, you fail to efiect a cure, you had much 
better give up further meddling in the matter. You do no 
good to the disease or to the patient : you may, indeed, by 
frequent and prolonged irritation, produce a tendency to 
cancer. 
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ON OVARITIS. 

The diseases to which I am to devote most of this lecture 
are very difficult of precise investigation. They are seldom 
fatal^ and consequently seldom illustrated in the post-mortem 
theatre. For these reasons progress in this department of 
gynaecology has been very slow. 

Ovaritis^ like several of the diseases that I have been 
lecturing on in this room> occurs as a complication of 
pyaemia; and such ovaritis I do not consider now at all. 
A case of this sort occurred in *^ Martha/^ and I just 
mention it to give you an example of kinds of ovaritis that I 
am not considering at present. A woman was delivered with 
great difficulty on account of placenta praevia, complicated 
with slight contraction of the pelvic brim. After delivery 
she suffered from putrid intoxication or sapraemia. She 
was in this condition brought to the hospital. The putre- 
faction was arrested by intra-uterine lotion. She then 
showed symptoms of pyaemia, and died. Two pelvic col- 
lections of pus were found — one (perimetric) in a cavity 
bounded by the left ovary, the uterus, and above by a piece 
of omentum : this contained half an ounce of pus ; the sur- 
face of the ovary was ulcerated where it formed the wall of 
the pus-sac; the ovary itself was enlarged, and corpora 
lutea in it contained pus. The other collection of pus was 
in the cellular tissue (parametric), to the right of and a 
little behind the cervix uteri, and contained the same 
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quantity of pus. The walls of the uterus were flabby. The 
decidua serotina was easily seen. The right ovary was 
swollen, rejiitent, as big as a walnut, and when cut into 
was found to have its healthy tissue everywhere utterly 
destroyed and converted into a yellow, purulent, almost 
diffluent mass. There was no lymph in Douglases space. 
Bladder and uterus normal ; no general peritonitis. Of 
such ovaritis with suppuration examples are not rare, 
because puerperal pyaemia is not rare. 

Leaving that subject, I come to say a few words on what 
may be regarded as prefatory to ovaritis — bvarian irritation, 
often called ovarian neuralgia; a very common afiection. 
It is characterised by absence of every sign of disease, and 
of every regular symptom, except pain in the region of one 
or other ovary ; curiously, more frequently in the left than 
in the right ovary. You know that when a disease is 
characterised by pain, and nothing else, it is called an irri- 
tation or a neuralgia ; and so it is in the case of the ovary. 
Although that is the name given to it, you must not 
suppose that that is the final or true pathology of the 
disease. I am very doubtful of that. In accordance with 
the nature of this disease, characterised, as I have said, by 
a pain in one or other groin over the ovary, it is treated by 
anti-neuralgic medicines, and a combination of zinc and 
quinine has had great reputation in cases of this kind. 

I go a step further, and now mention to you some cases 
which are not inflammatory, and yet which are certainly 
more than merely neuralgic. Of this kind of disease 
many examples occur. Either one or both ovaries may be 
felt, and they are slightly enlarged — they are tender, and 
you may well ask, *^ Why, then, do you not call that in- 
flammation V There are the following reasons for this : — 
That in many cases, as in one which I am just about to 
read to you, the women are in perfect health — not in all 
cases, for many practitioners would ascribe the nervous, 
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hysterical condition of some women to this disease of the 
ovaries; but it occurs frequently in women who are in 
blooming health, who have nothing to complain of except 
tenderness of the ovaries^ not pain in them. Further, cases 
of this kind are not in any marked manner benefited by 
antiphlogistic treatment. They generally, indeed, resist all 
treatment. Here is a case : — A. H., aged twenty-four 
years, married a year and a half ; never pregnant ; cata- 
menia regular. She complains of painful menstruation. 
On examination, the left ovary is easily felt, and somewhat 
swollen and tender. The uterus is natural, except extreme 
sensitiveness of the mucous membrane of its body. The 
cervix permits easily the passage of only a No. 7 bougie. 
After some partially successful treatment of the dysmenor- 
rhoea, she left the hospital, but soon returned, saying she 
was not cured. Now she privately made known that what 
she wished cured was not so much her painful menstrua- 
tion as pain in sexual connection — a pain which delicacy 
had prevented her from earlier mentioning. With this in 
view, she was re-examined, and now both ovaries, somewhat 
prolapsed, swollen, and tender, yet freely mobile, were 
easily felt. Pressure on either of them produced pain, 
which she recognised as that of her dyspareunia. She is 
now under treatment. Counter-irritants externally, and 
small doses of corrosive sublimate internally, are being used. 
I can only say I hope she will be cured. 

Now I come to cases about which there can be no doubt^ 
where you have every local indication of inflammation that 
you can get under the circumstances, and corresponding 
constitutional disturbance. Here there is a very great 
difficulty — namely, in arranging the cases into classes accord- 
ing as they are acute, subeicute, and chronic. Many cases 
are easily recognised as chronic and subacute ; and among 
such some pathologists might place the case of dyspareunia 
that I have just read. But the great majority of cases it is 
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impossible to place in any distinct category. A.t the other 
extreme^ however, you have cases which end in abscess. 
These cases are evidently acute inflammations. Such acute 
cases ending in abscess, and not of the pysemic kind that I 
have mentioned at the beginning of this lecture, are not 
uncommon, and the abscess is perioophoric, or in that part 
of Douglas's space in which the ovary is lying. Acute in- 
flammation of an ovary after abortion, delivery at full time, 
or in the unimpregnated female, not rarely ends in pelvic 
abscess, which is a perioophoric abscess. No doubt, apart 
from pyaemic suppuration, cases of abscess or suppuration 
within the ovary do occur, especially small abscesses ; but, 
clinically speaking, I know nothing of such cases. I have 
seen them in the post-mortem theatre. I am inclined to 
throw considerable doubt upon the histories of cases 
described as of large abscesses within the ovary, containing 
half a pint or pints of pus ; and it would require careful 
dissection of such a case, careful consideration of all its 
history and characters, before it could be held as proved 
that such a large collection is an ovarian abscess, and not a 
suppurating cyst. I do not deny the possibility of a small 
abscess forming in the ovary ; but I do not think it is 
proved that large abscesses, such as are described, ever form 
in the ovary. I have never seen a case nor a dissection 
which satisfied me on that point. 

I have said that the progress of this department of 
gynaecology is very slow ; and we owe progress in it to 
two causes — the recent enthusiasm in gynaecology which is 
prevailing all over the world ; but more especially to increased 
exactness, and more extensive application of the bi-manual 
method of examination. You know very well, and it is 
admirably illustrated in many parts of medicine, that 
although a thing is before your eyes you may not see it 
unless you look specially for it. Nothing is more painfully 
true than this ; and in no department of science is it better 
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exemplified than in medicine. When you carefully look 
for disease of the ovaries, and the careful seeking is done 
mainly by bi-manual examination, you will find that there 
are very many cases of minor disease of the ovaries. 
Bi-manual examination may be made in various ways. It 
is to be done in every case in which you pretend to make a 
thorough examination of the internal genital organs. 
Before proceeding to it, the bowels must be emptied — that 
is to say, it is, as a preparatory measure, well to give a dose 
of castor oil. If you do not, you may find the visit to your 
patient lost in consequence of the distension of the bowels 
with faeces. You cannot make a fine examination of the 
ovaries while a quantity of faeces is stuflBng the pelvis. 
The bowels being emptied, your patient is placed on her 
back at the right side, or at the obstetric side, of the bed ; 
her right thigh is raised, the right foot being placed adjacent 
to the left knee. With the forefinger of your right hand you 
examine per vaginam and per rectum. Simultaneously you 
assist and contribute to the examination by the left hand 
placed over the hypogastrium, pressing the parts ; the left 
hand pressing the parts down upon the right, the right 
pressing the parts up upon the left. Making the examination 
in this way in a woman who is not nervous, who submits 
well to the examination, who has not a great quantity of 
fat, you can feel the pelvic organs with very great precision. 
You can easily, as you will have plenty of opportunities in 
healthy women of ascertaining, make the fingers of the two 
hands meet, for instance, in front of the uterus; and thus 
you grasp the bladder between the two hands. You can 
place the fingers so as to grasp the uterus and feel every 
part of it ; and pressing the fingers towards the sacro-iliac 
joint on either side, you can, in a great number of cases, 
seize either ovary. If you cannot find an ovary, that is not 
proof that it is healthy ; it is a presumption, however, in 
favour of its being so, for, in almost all of the minor 
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diseases of the ovary^ you can easily seize it. lu a woman 
with healthy ovaries it is sometimes impossible to identify 
these organs in this way. They are then too small, soft, 
and mobile. If, however, an ovary is of the size of a 
walnut, you can quite easily feel it. This bi-manual exami- 
nation is frequently rendered abortive by the presence of 
adhesions ; and if these are present, they, as it were, throw 
a cloud of uncertainty over the examination, by preventing 
you from identifying the ovary and feeling it. 

I may mention here that at least one eminent author 
says that the minor forms of inflammation of the ovary 
never exist without ulceration of the cervix ; and that that 
is a mistake. Were it true, it would be an extremely 
valuable indication ; for if there were no ulceration of the 
cervix there could be no ovaritis. Such a negative indi- 
cation would be of great value could we rely upon it. This 
we cannot do. 

What do we make out by bi-manual examination ? We 
make out, firstly, tenderness, frequently intense tenderness; 
and this may prevent thorough examination. The woman 
cannot endure it; she shrinks, and will not allow you to 
proceed further. Be very careful, therefore, not to elicit 
more pain than is inevitable, at least until you are about to 
finish your examination. You frequently are astonished to 
find the presence of this tenderness, for it is often present 
when the woman complains of no distinctive ovarian pain. 
It attracts your attention in such a case for the first time to 
the seat of the disease. 

The position of the uterus is afiected by ovarian swelling. 
Ovaritis is a disease eminently liable to relapses ; it is liable 
also to attack one and the other ovary alternately. In these 
cases you often observe a change in the position of the uterus 
when the ovary becomes enlarged and swollen. It may be 
retroverted when the ovary is healthy, and then be pushed 
up into a natural situation when the ovary is swollen. If 
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the ovary becomes increased in size, and therefore in weight, 
you would naturally expect it should fall down, — and so it 
does ; it becomes what is called prolapsed ; instead of being 
upon a higher level, as in health, it lies upon the level of the 
neck of the womb — sinks into Douglas's space. This prolapse 
makes the organ more easily felt, and in the case of dys- 
pareunia that I read to you, both ovaries were distinctly 
felt and both prolapsed, lying down on the level of the 
cervix instead of higher up behind the uterus. This 
prolapsus does not invariably occur ; but when it does occur 
you can easily understand how it should aggravate dyspa- 
reunia. A woman with inflamed ovaries in the natural 
position may not have dyspareunia ; but a woman with a 
slight degree of ovaritis, or with only slightly enlarged 
ovaries, if they are prolapsed, may have great dyspareunia. 
Besides making out the condition of tenderness, you examine 
the consistence of the organs. They may be more or less 
hard or elastic. Next, you pay attention to the size of the 
organs. This is a subject that has been very much disputed. 
I am satisfied that an inflamed ovary may increase in size 
to many times its natural bulk, but not many times itsnatural 
lineal dimensions ; and these two modes of measuring are 
often confused. I have seen in a post-mortem a hyper- 
trophied ovary which was as big as a small hen's egg, and 
that without anything to be discovered in it except what 
may be called areolar hyperplasia, or, in simpler words, 
increase of fibrous tissue. In some cases — rare, no doubt — 
the ovary becomes smaller, and you have a condition which 
has been described as that of cirrhosis. In this cirrhotic 
disease, the ovary of an otherwise healthy, young, and 
vigorous woman has become contracted to a size little 
larger than that of a field-bean ; and when cut through 
it is found to consist of nothing but intensely dense whitish 
fibrous tissue. 

The enlargement of an ovary that is the subject of im- 
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flammation is a matter that requires a little more descriptiou^ 
because in some cases that are otherwise naturally classed 
clinically as cases of ovaritis, you have merely irritation from 
the growth in the ovary — not of ovarian dropsy, but of a thin- 
walled cyst or cysts, generally filled with a limpid straw- 
coloured fluid, sometimes containing fluid that is grumous, 
or at least tinted ^ith blood. There was a case in " Martha'' 
last Tuesday. The woman came to us in perfect health 
except with pain in the region of the left ovary. Her 
left ovary was about the size of a small orange, and felt as 
if it were a tense cyst. I believe, though I cannot prove it, 
that it has in it a tense cyst, and it is the tension of this 
cyst that is giving her the pain, and nothing that we 
can do will do it any good. I anticipate, however, speaking 
from considerable experience of such cases, that it will 
burst and disappear without giving the woman any more 
trouble.* If its contents are unfortunately grumous, or 
mixed with pus, it will probably give the woman a good 
deal of trouble — ^it may be fatal ; but I anticipate nothing 
of that kind, because she has no symptoms indicating inflam- 
mation of the part. ITiere is very little tenderness, and no 
adhesions ; I therefore think the pain arises from tenseness 
of a cyst. This disease is generally called hydrops folliculi, 
and the bursting is not rare. Sometimes, instead of one 
cyst you have several, not a multilocular cystoma, but two 
or three or more of similar cysts or dropsical follicles. They 
are said to be Graafian, but that remains to be proved. It 
is certain that some of them are Graafian, because ovules 
have been found in them. Several years ago I described 
this formation and bursting of ovarian cysts as forming a 
disease that might be confused with ovaritis ; and since 
then I have taken great interest in noticing, not post- 
mortems — for, as I have told you, the disease we are discuss- 
ing is scarcely ever illustrated in post-mortems, — but, what 

* It did disappear suddenly, and without causing any symptoms whatever. 
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is nearly as good for the purpose, cases of spaying, an opera- 
tion which has been introduced recently into gynaecological 
practice. If you read recorded cases of the spaying of 
women suffering from what was supposed to be ovaritis, you 
will find in an astonishing number — certainly in three- 
fourths of them — that, on getting hold of the ovary, it was 
found to be composed of fragile cysts, whose presence, 
previous to the operation, had not been suspected. This 
complication adds greatly to the difficulty of diagnosis. 

The essential part of the diagnosis I have gone over. I shall 
now mention a few symptoms which occasionally accompany 
ovaritis. These symptoms, no doubt, frequently depend 
upon corporeal endometritis, which, in a considerable 
number of cases, accompanies ovaritis. Corporeal endo- 
metritis is inflammation of the mucous membrane of the 
cavity of the body of the uterus. This being so, you can 
easily understand that in cases of ovaritis you will frequently 
have either menorrhagia or prolonged menstruation. Oc- 
casionally, however, you have amenorrhcea ; and in such 
cases there is probably no endometritis. "Women are fre- 
quently sterile when suffering from ovaritis ; but there is 
no invariable connection between the two. Indeed, although 
it is probable that there is some connection, it is far from 
being proved. I have known typical cases of ovaritis lasting 
during the child-bearing period of life, in women persistently 
fertile. 

I must now say a few words on peculiarities of ovaritis ; 
and the case I am going to read to you will illustrate the 
tendency of the disease to relapse. 

A. O., aged thirty years, married for five years; has had 
three children, the last eighteen months ago ; no mis- 
carriages ; catamenia natural and regular, the last beginning 
on December 26; admitted January 18. She complains of 
l)ain in the hypogastrium and in the left iliac region, which 
has continued since January 1. On careful examination the 
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only disease discovered is a swollen^ tender, left ovary. 
Besides ordinary constitutional treatment, a blister two 
inches square was applied above the left inguinal canal^ and 
a course of half-drachm doses thrice daily of the liquor 
hydrargyri perchloridi was instituted. Under this treatment 
she rapidly improved ; but a week from its commencement 
— that is^ on the 25th — the symptoms and signs of disease, 
which were dying away in the left side, began with some 
intensity in the right. A similar treatment was used for 
this relapse, and with similar good results. This is a re- 
markably favourable case. What was the cause of it we do 
not know, but it was of very short duration^ and there is 
considerable reason to fear that it will again relapse. 

There is a distinction of the disease into follicular in- 
flammation and interstitial or stromatous inflammation, 
which is of very great importance, but which, for clinical 
purposes, has as yet no interest. I know no way during 
life of making any distinction between them. The follicular 
inflammation is said to be most frequent as a complication 
of fever or cholera, and to be accompanied by little tendency 
to the formation of adhesions. The inflammation of the 
stroma is said to occur chiefly after abortion or lying-in at 
the full time, and in it you have greater tendency to increase 
of size and the formation of adhesions. 

The presence of adhesions of and around the ovary prevents 
your being able to diagnose precisely the disease while they 
persist. It may be exactly diagnosed if you ascertain the 
condition of the ovary before the adhesions were formed ; 
or if you ascertain the condition of the ovary after the adhe- 
sions disappear; and both of these observations are not 
rarely made in actual cases. When you have adhesions 
forming around the ovary you have always a threatening of 
the formation of perioophoric abscess, which I have told you 
is not of very rare occurrence. If one ovary is surrounded 
by adhesions, you frequently have a singularly distinct 
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limitation made out by your examining finger of the condi- 
tion of the upper part of the cavity of the pelvis as supposed 
to be divided into four parts. In the case of the inflamma- 
tion of one ovary, you frequently have one of the posterior 
quarters of the upper part of the pelvis solidified. You 
have then a right to suspect that the mass of hardening and 
adhesions is not the result of metritis, but the result of the 
inflammation of an organ which is in that part. I shall read 
to you a case where this was particularly well observed, and 
where, in accordance with the natural history of the disease, 
the adhesions spread, so as, in the latter part of the case, to 
occupy both posterior quarters, that is, the posterior half of 
the upper part of the pelvic excavation, and, as you might 
expect, push the uterus somewhat forwards. 

S. E., aged thirty-four, married for four years, has had 
two children and no miscarriages. Last child bom about 
eleven months before admission to " Martha ;^^ much 
haemorrhage at its birth. Catamenia began when she was 
thirteen years of age : they are always irregular, painful, and 
profuse. The last period occurred six weeks before admis- 
sion. About three months ago underwent an operation for 
fissure of the anus, which has not relieved her. She now 
complains of pain on micturating. Nine days after last 
confinement she travelled a hundred miles by train. This 
brought on pain in the lower part of the back and in the 
lower part of the belly, and along the outside of the right 
thigh. This pain has been aggravated during the last three 
months. Has a little white discharge. There is, on exter- 
nal palpation, a feeling of fulness over the right side of the 
brim of the pelvis. In the same part there is tenderness. 
Digital vaginal examination discovers the cervix uteri in a 
natural situation. The probe discovers a uterus of natural 
dimensions in its natural situation. The uterus is fixed, and 
cannot be discriminated by the finger from a mass of tender 
hardness which occupies the right posterior quarter of the 
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upper part of the pelvic excavation. The tender hardness 
subsequently increased in bulk, extended across the pelvis 
to the left side^ and displaced the uterus forwards. She was 
kept in bed and treated as I shall presently describe. 
When^ afker six weeks^ she was dismissed^ her symptoms 
were all much alleviated. The signs of disease had also dis- 
appeared^ except an adherent fixed uterus. Here was a case 
of subacute ovaritis almost certainly produced by the journey 
after the last confinement. The disease had lasted about 
eleven months^ and during her stay in the hospital it extended 
from the right side to the left^ but under proper treatment 
(whether the improvement is to be ascribed to the drug part 
of the treatment or the rest and proper hygienic care^ I can- 
not say) the active disease rapidly disappeared. 

Before I conclude^ I must say a few words as to the causes 
and treatment of this very important disease. Occasionally it is 
seen as a consequence of fever^ especially typhoid^ of cholera^ 
and of rheumatism ; and^ in close connection with these 
diseases^ it is very frequently a result of the use of alcoholic 
liquors^ even when these are not taken to excess. At present 
my impression is that that is the most frequent cause of the 
disease ; and this view of the causation of the disease is in 
the most gratifying manner frequently corroborated^ if not 
proved^ by the cure which follows upon the adoption of tee- 
total living. A great mass of cases occurs as a consequence 
of recent marriage^ suppression of menstruation^ abortion^ 
and delivery at the full time> when there is no evidence of 
blood-poisoning. In a certain class of women you have the 
disease occurring in its most characteristic form ; and it is 
in young strumpets that the disease is best studied. There 
it is a consequence of gonorrhoea. The inflammation extends 
to the ovaries. It may be chronic for a considerable time, 
and produce, as its chief annoyance to the patient, slight 
loss of blood in consequence of the endometritis which, in 
this case, accompanies it. Then the disease may produce 
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perioophoric adhesions; and, under proper treatment, you 
may watch the disappearance of these perioophoric adhesions 
and the disappearance also of the ovaritis. It is in cases of 
young strumpets that I have learned most of what I have 
been describing to you. 

Now a few words on the treatment ; and I begin by tell- 
ing you that you will find a great many cases chronic — 
which is almost a synonym for incurable. I advise you, 
indeed, in many cases which resist a properly conducted 
treatment, to give up the attempt at cure. You will only 
bother your patient, make her a valetudinarian, and do her 
harm, by further persistence in attempting to cure a disease 
which proper treatment has failed to remove. The treat- 
ment is modified according to the nature of the disease, ac- 
cording to its acuteness. In every case you wish rest ; and, 
no doubt, the more serious a case is, the more strict should 
be your injunction as to rest, and in bed. Physiological 
rest can only be obtained very imperfectly, for the woman 
must menstruate, and that is an interference with physiolo- 
gical rest. In married women there are other difficulties 
which do not require to be described. In many cases the 
use of leeches applied to the neck of the womb, or applied 
over the inguinal canal, is very valuable. The medicines 
most relied upon are corrosive sublimate, iodide of potash, 
and bromide of potash. As leeches are specially useful in 
the acute cases, so frequent blisters over the inguinal ring or 
in that region are frequently very valuable in the chronic 
cases. Lastly, it has of late years frequently been decided 
to spay women in this disease ; and many cases of the opera- 
tion are recorded. That operation is still sub judice. Most 
gynaecologists say that it is condemned already, but upon it 
I reserve my opinion. 
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PEKDfETBITIS AND PARAMETRITIS. 

Lately I told you that procidentia of the womb is purely 
mechanical^ as much so as a dislocation of the shoulder or 
a hernia. Now^ the subject upon which I am to lecture is 
inflammation in the neighbourhood of the womb^ and I begin 
by telling you^ what I shall almost immediately afterwards 
partially contradict^ that this disease is purely vital. Al- 
though it would be well worth our while, yet it is not at 
present a proper subject^ to enter upon the great question 
implied in yitalistic doctrine, which has been very exten- 
sively discussed in this hospital, a discussion in which very 
great men have taken part, — for instance, Abemethy, 
Lawrence, and still more recently. Sir James Paget. I 
shall only say that I call this inflammatory disease vital, 
not because I believe in vitalistic doctrines. The whole 
tendency of my scientific thoughts is against vitalistic doc- 
trines. I believe the time will come when nearly all the 
diseases of women will be explained by a transcendental 
physics, including chemistry. But that time is very far 
distant, and I dismiss this subject, merely remarking that 
the disease which we are about to discuss is vital in con- 
tradistinction to procidentia, which is rudely mechanical. 

Time will allow me to dip only superficially into our 
subject. Li medicine and surgery inflammation is the most 
important of all the morbid processes. So it is in gynaeco- 
logy. I shall now take two inflammations — one, parametritis; 
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and the other, perimetritis. These are two only of many- 
cases of the kind in my wards at the present time. Indeed, 
inflammations of the genital organs are the stock-in-trade of 
the gynaecologist. There is no doubt they are by far the 
most prevalent and the most important uterine diseases. In 
the womb, as in all other organs, the great causes of in- 
flammation are injury and cold. It is diflBcult to decide in 
most cases which is the more potent ; frequently they are 
combined, and you can easily understand the combination 
and the commonness of the disease when I tell you that 
these inflammations so frequently follow menstruation, mis- 
carriage, and delivery at full term. You can readily imagine 
the tremendous influence of exposure to cold after the 
injuries and bruises implied in the last of these processes. 

The next point upon which I must say a few words, in 
order to lead the way to the cases before us, is the nomen- 
clature. This, if I had time to give it fully, would be to a 
great extent the history of our knowledge of the diseases. 
When we speak of inflammation localised in individual organs, 
we speak of inflammation of the womb, or metritis ; inflam- 
mation of the tubes, or salpingitis (a disease almost unknown 
— our knowledge of which is chiefly derived from the 
dissecting room) ; and lastly, inflammation of the ovaries, or 
ovaritis. The subjects of my lecture are perimetritis and 
parametritis, and you must not suppose that they are 
separate from the three diseases I have just mentioned. 
They are merely so on account of our too frequent ignorance 
of their origin. They are not separated theoretically, but 
for the purposes of clinical teaching. Suppose you were 
to put a tangle tent into the uterus of a woman without 
any precaution, leaving it there for days ; in all probability 
it would give rise to perimetritis or parametritis. There 
would be pain and tenderness, &c., and you diagnose one 
of these diseases. It is not, however^ an inflammation 
around the womb merely, but also inflammation of the 
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womb itself^ although the only tangible evidence you can 
get is of peri- or of para-metritis^ not of metritis proper. 
This nomenclature^ therefore, is chiefly nosological or prac- 
tical, and not pathological or scientific. Perimetritis is very 
firequently spoken of as pelvic peritonitis. A very common 
term for parametritis is pelvic cellulitis. I think it an 
objectionable name, although it is very much used. I have 
no time for stating my reasons for this objection. 

The next point, before coming to the cases themselves, 
is to beg you to dismiss from your minds two errors in 
regard to these diseases ; and, if they have not entered your 
minds already, to keep them away. The first of these is 
the notion that these three diseases — Metritis, Salpingitis, 
and Ovaritis — are rare, especially in unmarried women, or 
women apart from the accidents of pregnancy. This was, 
however^ a very prevalent idea, and a very erroneous one. 
The causes of error are very easily found. First, is the 
neglect of the proper method of study of these diseases. 
One of the most respected teachers in London long ago 
described a disease which was for a long time known, or 
supposed to be known — namely, irritable uterus. This is 
embalmed in the minds of all the old doctors now living. 
We might as well talk of an irritable nose, or an irritable 
tongue. I never saw an irritable uterus of the kind referred 
to. I mean no disrespect to the great Dr. Gooch : his day 
is past, as mine will be ere long. About thirty years ago 
young ladies frequently had spinal irritation. What that 
was I do not know. This expression lived in my day : it is 
now as much dead as irritable uterus. 

Great improvements now arise from touching everything 

and looking at everything. By these means we are enabled 

to recognise metritis and ovaritis as far from rare apart from 

pregnancy. But we recognise in unmarried women, and in 

women apart from the accidents of pregnancy, metritis or 

ovaritis proper y comparatively seldom. 

E 2 
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We find the evidence of these diseases having originally 
existed in perimetritis and parametritis. This is what you 
must understand. In our much-used text-books, at one 
part we find metritis and ovaritis^ and quite in another part 
parametritis or pelvic cellulitis, as if it were a totally distinct 
disease, which it is not. It would be the same error to 
describe a bubo as an abscess, or suppuration of the cellular 
tissue, and nothing more ; whereas it is originally an in- 
flamed gland. Suppose we pass a catheter into the urethra 
of a man suflering from a stricture ; this may give rise to a 
perineal abscess. Inflammation of the strictured portion 
spreads to the surrounding parts. So it is with inflamma- 
tion of the uterus. The eflusion and suppuration take place 
in the neighbourhood. The whole heart may be inflamed; 
but the outer or inner membrane, the pericardium or endo- 
cardium, shows the inflammation the most. 

Again, up till lately we almost never heard of perime- 
tritis or pelvic peritonitis, only of parametritis, or pelvic 
cellulitis, or of pelvic abscess. All these inflammations or 
abscesses were supposed to be in the cellular tissue. Peri- 
inetritis was almost unknown. 

This great improvement — the discovery of the frequency 
of perimetritis — we owe to Bernutz, a Parisian physician 
still living. This increase of knowledge and of our benefi- 
cent powers was not only made good for perimetritis, but 
also for a closely related disease, hsematocele. In all my 
early life I never heard of such a disease ; and when I heard 
of it, it was only as an eflusion of blood into the cellular 
tissue like a great black eye or thrombus. Bernutz showed 
that the great majority of large and grave hsematoceles and 
pelvic abscesses are not in the cellular tissue, but in the 
peritoneum. Bear this in mind. I do not say the, great 
majority of hsematoceles and pelvic abscesses, though I have 
been represented as having said so ; but the great majority 
of grave and large hsematoceles. 
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The last point I shall mention in this connection is the 
commencement of our knowledge of induration around the 
womb. The man who, long before Bernutz, made this 
discovery was Doherty, who afterwards became Professor of 
Midwifery in Galway, now dead. This was the foundation 
of future progress. Doherty knew nothing of the distinc- 
tion between perimetritis and parametritis. He merely 
recognised pelvic indurations. " Hard as a board," were 
the words he used, and they are still employed. He knew 
that these were inflammations, and not necessarily abscesses. 
This is a point of great importance in the pathology of 
this part of the body. 

Doherty began a series of investigations which have 
ended in this, that there may be two kinds or degrees of 
cellulitis or parametritis. The first is sometimes called 
phlegmon, to distinguish it from suppuration, or abscess. 
The term inflammatory induration is generally applied to 
the former. Suppose you have a little boil on the hip, it 
will be surrounded by an extensive inflammatory indura- 
tion, perhaps as big as a saucer. This is the same kind of 
change as takes place around the womb, from inflammation 
which begins in its structure. If an intra-uterine pessary 
be inserted, without proper care being taken, and should the 
patient be seen a week afterwards, probably, instead of 
finding everything soft and movable around the cervix, a 
tender hardness may be found around the womb, to use 
Doherty 's words, " as hard as a board "; — that may be para- 
metritis. That this may also be perimetritis was the great 
discovery of Bernutz. 

The lumps produced by perimetric adhesions were gene- 
rally mistaken till his time. I remember a case diagnosed 
as a fibrous tumour of the uterus, a rounded hard mass, as 
big as a child's head, above the brim of the pelvis, very 
slightly tender, fixing the uterus. The young lady died, 
and at the post-mortem examination it was foimd that 
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there was no fibrous tumour at all. It was adhesive peri- 
metritis — a packet of coherent intestines, which formed a 
hard mass, and had led to the deception of eminent and 
experienced gynsecologists. 

When perimetritis occurs, generally the ovaries and 
intestines and broad ligaments and parietal pelvic peri- 
toneimi become glued together, forming a hard tumour. 
All this perimetric swelling may ere long be dissipated like 
snow off the streets^ just as often happens with parametric 
phlegmon. 

We now come to two cases, and with these I must be 
brief. The first is a very interesting one. I will go over 
the most important points in it. 

A. M., confined naturally; seven days afterwards was 
unable to pass water, and had a shivering fit. This was 
the commencement of the disease, and it occurred five 
months before her admission to the ward. It was a case 
of parametritis. Observe what a chronic disease this may 
be^ and you will see it is liable to relapses. On the 
tenth day the patient became better, and left her bed, but 
she never got rid of the pain in the left iliac region, which 
came with the shivering In a fortnight's time she was 
worse than ever ; then again she got a little better, but 
subsequently her symptoms became more severe, and when 
she came to the ward, what did we find ? The uterus was 
displaced a little to the right side — you will remember the 
pain was in the left — and from the neck of the womb to 
the wall of the pelvis on the left side the roof of the vagina 
was " hard as a board/^ the uterus fixed. Why did we call 
this parametritis ? Chiefly because we felt no mass, simply 
a hard, tender surface. If it had been perimetritis we 
should have felt a mass by bi-manual examination, a packet 
of intestines and tube, &c., matted together. What we 
did find was such hardness as occurs around a boil or 
inflamed gland. Again, had it been perimetritis there 
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would have almost certainly been tenderness on pressure in 
the left groin ; and^ lastly^ if it had been perimetritis there 
would not have been a flat surface extending to the bone, 
but a somewhat shaped tumour in the roof of the vagina. 
One evidence of the correctness of the diagnosis is that if 
the woman be examined to-day, it will be found that the 
induration has almost entirely disappeared, and that the 
cervix is close to the pelvis, as if the uterus was adhe- 
rent to the left sacro-iliac synchondrosis. By-and-by, we 
expect, it will get again mobile. 

Now, a few words about a still more important case — a 
woman who for a long time swam for her life, having had 
an attack of pyaemia in the course of her recovery from a 
perimetric abscess. This was of the most frequent kind> 
sometimes called retro-uterine, because it has the same 
relation to the uterus as a hsematocele, such as has been 
described as retro-uterine haematocele by Nelaton (and it is 
often difficult to diagnose the one from the other). 

In the case of which we are speaking there was an enor- 
mous mass which pushed down into Douglas's space, driv- 
ing the uterus against the symphysis pubis and extending 
upwards as far as the umbilicus, displacing the bowels, so 
that it felt like a gravid uterus at the sixth month. The 
patient was a charwoman. She became suddenly ill, and 
had to leave her work. The same night she felt intense 
pain in the left iliac region. This was seven weeks before 
she came into the hospital. There was no rigor. A fort- 
night after the attack a lump was felt in the abdomen, 
which gradually increased till it reached the enormous size 
described. The diagnosis was arrived at from its size, its 
position displacing the uterus and bowels, and its great 
tenderness. The abscess burst into the bladder, and 
torrents of pus passed through it ; pyaemia then occurred. 
She became dangerously ill, but is now nearly well. The 
lump has entirely disappeared. 
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What was the treatment of both cases ? — Antiphlogistic ! 
The same, without entering on minutiae, as for inflammation 
of any other region. The most important element, however, 
in the treatment was lying in bed, a remedy of more value 
in such cases than all other medicines or drugs put together. 
This was all that was prescribed in the first case. In the 
second, surgical means would have been adopted had not the 
abscess burst into the bladder. The treatment, therefore, 
was lying in bed. The proper use of the knife is extremely 
restricted, so much so that many of the greatest gynaecolo- 
gists say that these abscesses never should be opened. 
This, however, I believe to be a mistake. Had the disease 
lasted longer in the second case without discharge of pus, 
I should certainly have proceeded to evacuate it by an 
incision per vaginam. 
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The diseases to be now considered are various forms of 
internal inflammation. That pathological condition is the 
cause of the most frequent, and therefore — and for other 
reasons^-the most important diseases of women. Inflamma- 
tions not of distinct organs, as of the uterus or of the ovaries, 
are divided into two sets— perimetric and parametric. To- 
day we consider inflammations in the former category. When 
I say '' inflammations not of special organs,^' I do not wish 
you to understand that inflammation of special organs, as 
ovaritis or metritis, has nothing to do with the diseases 
under consideration ; for, although we speak, for example, 
of metritis and of perimetritis separately, yet the metritis, or 
it may be, ovaritis, is frequently the cause of the perime- 
tritis, and error as to the frequency of inflammation of 
special female organs arises from neglecting this circum- 
stance. 

There are three kinds of perimetritis — adhesive, serous, 
purulent. Of these three the purulent is the most important, 
including, as it does, a large number of what are called 
pelvic abscesses ; but of the purulent form I have no time 
to say anything at present. There may be another kind of 
perimetritis characterised by dryness and slight roughness of 
the peritoneum ; but, from the deep position of Douglas's 
space in the body, this form of inflammation has, so far as 
I know, never been recognised in this situation. It is 
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common in cases of uterine fibroid and in cases of ovarian 
dropsy, and is easily made out by friction being both felt 
and heard. It often lasts for a long time^ and does by no 
means always end in producing adhesions. 

Adhesive perimetritis is almost certainly second in point 
of frequency among the diseases of women, the first position 
being held by uterine cervical catarrh. In post-mortem 
examinations of women no pathological condition is more 
frequently discovered than adhesions between the internal 
genital organs and neighbouring parts, especially about 
the ovary. The disease is generally characterised by very 
little, or by complete absence of, pain ; it is generally, not 
always, narrowly limited in extent ; and generally, so far as 
the life of the patient is concerned, it is of little impor- 
tance. Persistent adhesions are sometimes the cause of 
aching or more decided pain, as John Hunter knew ; but 
then persistence is a somewhat rare occurrence. Adhesions 
in this situation are gradually worn away and removed just 
as they are when in the pleura or in the pericardium; 
and about the womb the same filmy or stringy adhesions, 
sometimes of great length, are not rarely observed, just as 
they are observed in post-mortems in the pleural cavity or 
in the pericardial. At length all these adhesions disappear. 
The upward and downward movements of the viscera rub 
them all away. They persist longest and may be never 
removed about the ovary, and when persistent there 
they connect the ovary with the neighbouring tube and 
broad ligament ; and you can easily understand why they 
are not removed here, for the mechanism of their removal 
is absent, there being produced by inspiration and expira- 
tion no movement of the ovary upon the parts to which it 
remains persistently adherent. It is only in rare cases 
that uterine adhesions remain, either getting so organised 
as to resist the mechanism of their removal, or beiug so 
perfectly fixed as never to be subjected to it. An instruc- 
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tive illustration of this disease in its earliest stage was lately 
seen in the post-mortem theatre. The ease was one of 
malignant disease of the cavity of the uterus, and solution 
of perchloride of iron had been injected into it. The 
woman died within two days afterwards. She had no com- 
plaint of pain in the region of the womb, but she had 
perimetritis — the characteristic perimetritis confined to the 
peritoneum of Douglases space. The report of the autopsy 
says — " The posterior surface of the uterus and Douglas's 
space were injected and covered with a thin layer of recent 
lymph.'' Before I leave this kind of perimetritis I must 
remark upon its recent and insufficient recognition^ and 
this arises chiefly from the circumstance that the profes- 
sional mind connects with peritonitis high fever and intense 
pain. An adhesive perimetritis frequently occurs without 
any symptoms at all — indeed, generally. It produces fixa- 
tion of organs and the feeling of solid lumps in the pelvis ; 
and these feelings have hitherto proved a fertile source of 
error. 

Before I leave this subject I must say a few words re- 
garding a case which has just been dismissed from '^ Martha." 
In this case the adhesive perimetritis was produced by the 
use of pessaries — a not unfrequent cause of the disease. The 
case illustrates well the physical conditions and the rapidity 
with which evidence of the disease may disappear. At the 
end of the case you will observe the contrast with the de- 
scription of the beginning, there being only left a little 
tautness on one side, no doubt the result of adhesion still 
persistent in that situation. You will remark also how, as 
improvement went on, a lobulated feeling supplanted the 
previous more uniform surface, the disappearance of the 
difiused inflammatory swelling allowing the forms of the 
organs to be felt. 

Mrs. C, aged twenty* four, married for three years, had a 
child a year before admission, aud a miscarriage seven 
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months thereafter. Menstruation is copious, painful, and 
lasts a week. Micturition has been painful for the last 
fortnight. Feels and looks ill. Temperature 99°*6. Com- 
plains of pain and tenderness in the lowest part of the 
abdomen, chiefly on the left side. This she has had more 
or less for three years, and she has worn a large number of 
instruments for " bent womb.^^ Latterly she has been so 
much worse as to seek refuge in the hospital. Per hypo- 
gastrium tender hardness can be felt occupying the brim of 
the pelvis. The cervix uteri is in its natural situation, and 
all around it, especially posteriorly, is dense, uniform, tender 
hardness extending to near the bony brim, and producing 
fixation of all the organs and parts in this situation. The 
uterus is natural in position, and there is no special ten- 
derness of its interior. She was ordered to have moderate 
diet, to be confined to bed, to have hot cataplasms to the 
hypogastrium, and to have the bowels regulated. Under 
this treatment she gradually improved, losing all pain and 
tenderness. After nine days^ confinement in bed, exami- 
nation discovered great diminution of the tenderness of the 
hard and fixed parts ; there was a lobulated feeling in the 
hardness, the organs being felt through it ; and the uterus 
was nearer to the sacrum. After sixteen days^ confinement 
in bed, the hardness was no longer to be felt per hypogas- 
trium. Per vaginam the uterus could be made out, some- 
what anteverted ; its cervix adjoining the upper part of the 
sacrum. It is easily displaceable, and no adhesion can be 
made out except on the right side, where there is 
tautness produced by moving the uterus from it. She now 
feels and looks well. 

I now come to consider Serous Perimetritis. This form 
of the disease is very uncommon, at least in a well-marked 
form. In an imperfect clinical form it is frequently observed 
in the post-mortems of cases where there has been peri- 
tonitis, there being found, under such circumstances, ad- 
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hesioDs at one part and little collections of serum at another. 
Such collections may be numerous^ and some of them may 
be of pus^ not of serum. The serous perimetritis that I am 
now speaking of resembles purulent perimetritis or pelvic 
abscess in every respect except the slighter degree of the 
symptoms of suppuration. Its special character is only^ so 
far as I know, recognisable by evacuating the cavity. 
This is done according to the same surgical plans as in cases 
of purulent perimetritis or pelvic abscess ; and when it is 
done, the peculiar nature of the disease is discovered, serum 
being withdrawn instead of pus. Analogous collections of 
serum are more frequently observed in the pleura than in the 
hypogastrium ; in the latter situation they are undoubtedly 
rare. In the first case which I shall read to you, the disease 
was characteristically retro-uterine, the tumour filling the 
pelvis, and bulging downwards in a manner often com- 
pared to a stage of progress of the foetal head, filling the 
pelvis. This retro-uterine position is common in hsemato- 
celes. In a well-marked case you have to press the -finger 
between the swelling and the symphysis pubis in order to 
reach the cervix uteri, which is displaced upwards. So it 
was in the case that I shall read. This forcing of the finger 
you have also to do in some uterine and ovarian tumours, 
and in retroversion of the gravid uterus ; and it is well to 
keep these facts in mind. The case I am about to read was 
supposed to be an abscess, and it was resolved to open it 
behind the cervix uteri. The finger was applied to feel if 
any artery was pulsating at the point of selection in the 
mesial line. This point is selected in order to insure enter- 
ing the expanded Douglases space. Here, in a healthy 
woman, the peritoneum comes in apposition with the roof 
of the vagina ; but I would not warrant that any of you 
would puncture Douglases space with any certainty in a 
healthy woman, for the extent of vaginal roof covered by 
peritoneum is then very small ; but when Douglas's space 
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is expanded by being filled with serum, pus, or blood, which 
are detained there by adhesions formed above, enclosing the 
serum, and pushing it downwards into the pelvis to a 
greater or less degree, then there is no difficulty. If you 
are sure of the nature of your case, and of the need for inter- 
ference, you plunge your knife into the point of selection, 
and the fluid flows. Now for the first case. 

Mrs. B., married four years, had one child four months 
ago ; no miscarriages. About a month after her confinement 
she began to have pain in the hypogastrium, and shortly 
afterwards pain and difficulty in micturition, and constipa- 
tion. On April 4 she was admitted to '^Martha.^^ Her 
bowels then had not been opened for a week. They acted 
freely after a dose of castor oil. Temperature in morning 
1(X)°*8, in evening 101°*6. The lower part of the abdomen 
is occupied by a hardness, somewhat tender, nearly of the 
shape and size of a four-months' gravid uterus, but not of 
the same feeling. There is comparative dulness on per- 
cussion over it. The pelvis is occupied by a globular 
elastic mass. The cervix uteri is with difficulty reached by 
pressing the finger between this mass and the pubes. The 
uterus is above the pubes. The probe passed into it enters 
two inches and a half, and it is deflected to the right side^ 
the fundus being situated about four inches above the right 
Poupart's ligament. The tumour in the pelvis makes the 
perineum bulge, and the rectum at the anus is partially 
everted. The tumour was opened per vaginam by incision 
in the mesial line, when about a pint of slightly turbid 
serous fluid escaped, and the hypogastric swelling disap- 
peared. Next day the temperature was 99°'8, and after- 
wards soon normal. Slight blood-stained discharge went on 
for a few days. Ten days after the opening of the collec- 
tion there was to be found only induration behind the 
uterus, which was fixed. She left the hospital feeling quite 
well. 
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Local peritonitis of any kind^ or perimetritis^ is not a 
rare complication of a uterine fibroid or of a small ovarian 
tumour; and the next case which I shall read to you is 
an illustration of this disease. The case, I admits is not 
so clear as the one just related to you, about which there 
could be no doubt; but I have scarcely any hesitation as 
to the cause of the conditions in the large serous collection, 
whose history I have now to read. There was never any 
evidence of the existence of a sac enclosing the serum ; 
indeed^ the whole clinical evidence tallies only with the 
presence of a serous perimetritis of an extensive kind. The 
basis of the disease was^ no doubt^ a tumour of the pelvic 
organs^ which was not discovered until late in the history 
of the case. You will observe that during its progress the 
urine suddenly became albuminous^ and bloody stools 
were passed. These occurrences were simultaneous with 
diminution of the serous accumulation^ and were^ at the 
time^ supposed to arise from discharge of the serum through 
the bladder and through the rectum. This is, however, 
only a supposition. I am indebted to Dr. Church for this 
case, having been consulted by him repeatedly in regard 
to it.* 

L. M., a virgin, aged eighteen, healthy-looking and well- 
nourished, was under treatment three months before ad- 
mission for pain in her right side. Nine days before 
admission it returned, and has been getting worse since, 
and her attention has been drawn to a swelling in the lower 
belly. Pulse 120 ; temperature 101°. The lower half of 
the abdomen is excessively tender, especially on the right 
side, and is occupied by a large tumour, which protrudes in 
the middle. The tumour is dull on percussion, with some 
resonance in the flanks, especially in the left. It rises to 
an inch above the umbilicus. The uterus is found to be 
low down, its cervix pointing forwards. The roof of the 

* The Bubseqaent history of the case confirmed the opinion in the text. 
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vagina is not hardened^ and the tender swelling above can 
just be felt through it. The catamenia are regular, pro- 
fuse, not painful. Micturition very difficult. The day 
after admission she was tapped by Mr. T. Smith, and a 
pint of clear brownish serum drawn off; it became nearly 
solid on heating. This operation relieved her pain. The 
day after, pulse 100; temperature 99°. Eight days after 
the operation, pain and fever returned, but soon subsided. 
On the ninth day after the operation, the urine contained 
pus and albumen (half). In a week afterwards the urine 
was again normal. Two days after, pus and albumen were 
again found in the urine. She had bloody stools, with 
diarrhoea for a day. All this time the tumour was gradually 
diminishing. Seventeen days after the tapping it was 
found that the abdominal tumour was gone. Dulness in 
the hypogastrium extended two inches upwards from right 
Poupart^s ligament. The uterus is high up, and far back 
in the pelvis. Above it, in front of it, on its right side, 
and just accessible by the tip of the examining finger, is a 
rounded tumour of the size of an orange, displaceable, but 
not freely mobile nor presenting distinct indications of 
connection with the uterus. She was discharged in good 
health. 

I now come to the last subject of this lecture — Remote 
Perimetritis. This kind is not in the same category with 
adhesive, serous, and purulent perimetritis. Each of these 
kinds may be remote. There are remote inflammations of 
serous membrane, well known in female pathology, which 
are produced through or in connection with a constitutional 
affection, as septicaemia. The remote perimetritis we are 
now considering has no such origin or history. It is analo- 
gous to the remote parametritis, upon which I hope to 
lecture soon, and whose history is better known than that 
of remote perimetritis. In remote perimetritis the in- 
flammation was at one time continuous with the pelvic 
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peritoneal inflammation. In remote perimetritis the pelvic 
peritoneal inflammation may have disappeared, while the 
inflammation persists in a remote region; or the remote 
inflammation may co-exist with the persistent pelvic perito- 
nitis. The best example T have ever seen of the remote 
perimetritis, where all inflammation of the uterns and its 
neighbourhood had disappeared, occurred in one of the 
clinical wards of the Royal Infirmary of Edinburgh, and I 
was called to it by the late Professor Laycock. The history 
of that case showed distinctly that the peritoneal inflamma* 
tion which persisted had originally been part of an extension 
of a perimetritis after delivery. When I saw it the uterus 
was mobile, and the roof of the pelvis was soft and not 
tender. The only disease was a rounded swelling containing 
fluid, situated below the navel, and to the left side, and 
which produced the constitutional symptoms of suppuration. 
The prognosis of the case was favourable, and it ended as 
had been predicted. The abscess burst into the intestinal 
canal and suddenly disappeared, leaving behind it only 
local hardness. 

I shall conclude my lecture by giving you an example of 
remote perimetritis, coming on many weeks after an unfor- 
tunate confinement and imperfect recovery, where the 
inflammation extended to the remoteness of the umbilicus, 
but maintained its continuity with similar inflammation in 
the roof of the pelvis. This case is remarkable for many 
reasons. It is rare ; it occurred long after the liability to 
perimetric attacks following delivery had ceased to be 
dreaded. It caused severe constitutional symptoms, but the 
local symptoms were of the slightest kind ; yet the physical 
examination discovered abundant evidence of the local 
disease. The patient was tHe wife of a physician, and was 
very carefully watched, and the history is very instructive. 
The evidence of a large tumour excited great alarm, from 
the difficulty of being satisfied as to its exact nature, I 
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never doubted as to what it was; and the history of its 
origin and of its complete disappearance leaves no room 
. for entertaining any view of it other than that it was a 
case of remote adhesive perimetritis. The tumour could 
be handled freely, and in every part of it there was 
resonance on percussion. I here give you only a sketch 
of the case. 

Mrs. M., aged thirty-six, has had, since her marriage at 
twenty years of age, nine children and two miscarriages, 
and was confined on May 25 of her tenth child. Had 
haemorrhage an hour and a half after the birth of her 
second child ; labour natural. Tenth child weighed ten 
pounds and a half. After the birth of the child a drachm 
of ergot was administered. Fever supervened on the 
second day, and was subdued by the liberal use of salicylic 
acid, which at the same time produced very painful 
symptoms. On the tenth day after delivery I was called, 
and found her feverish and suffering from occasional nausea. 
The uterus was large, rising nearly to the umbilicus, but 
not tender ; the lochia not offensive. Ergot was adminis- 
tered, and the following day a rounded decomposing clot 
of blood as big as an orange was expelled. The uterus 
gradually assumed its proper dimensions. She suckled her 
child till near the end of the second month. About this 
time she went out driving more than once, but her tem- 
perature never descended to its normal condition. Then 
she was suddenly seized with the perimetritic disease. It 
was announced by giddiness, and severe and persistent 
bilious vomiting, slight acceleration of pulse; no further 
rise of temperature, no abdominal pain or tenderness. 
Some diarrhoea, weakness, prostration, and emaciation came 
on, and gradually increased ; and Professor Gairdner, who 
saw her, considered her disease to be an indistinctly defined 
swelling in the hypogastric region, the result of an inflam- 
mation having its origin in the pelvis. The swelling was 
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scarcely tender. I again visited her on the sixty-seventh day 
after her confinement. The whole lower half of the 
abdomen was occupied by an ill-defined, moderately hard, 
slightly tender, swelling, not dull on percussion, evidently 
formed by the matting together of the pelvic viscera and 
superjacent intestines as far as the level of the umbilicus. 
The uterus was fixed, and slightly tender hardness sur- 
rounded it. She was kept in bed, and the abdomen was 
anointed with iodised oil. She slowly recovered. Before six 
weeks had passed from my visit, the temperature had re- 
sumed and maintained a normal condition, and she began 
to put on flesh. After some more weeks no trace of the 
abdominal tumour could be discovered on the most careful 
examination. Since then she has had another child with- 
out any trouble or alarm. 
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FORMS OF PARAMETRITIS. 

Parametritis, or inflammation of the cellular tissue around 
or in connection with the womb, is one of the most important 
subjects in gynaecology. I can only, in accordance with 
the cases that I have to consider, go over a very small part 
of this great subject. Parametritis may begin and end 
during pregnancy, and give rise to great difficulties in diag- 
nosis when it is pelvic. Of this I have seen an example. 
But in pregnancy it i8 very rare. It is characteristically a 
disease of the puerperal and of the unimpregnated states. 
There is a kind of parametritis which I do not consider at 
all, and which is observed in cases of septicaemia or pyaemia, or 
what are ordinarily called cases of puerperal fever. This pa- 
rametritis is erysipelatous in its nature ; it is diffuse and it is 
not in its general characters like ordinary inflammation. 
There are pathologists of eminence who regard all kinds of 
parametritis as essentially the same, differing only in degree. 
In the meantime, at least, I do not hold that view. 

llie kinds of parametritis are phlegmon, abscess, gan- 
grene ; and these again may occur in different forms. You 
may have a chronic parametritis, a chronic phlegmon, ending 
in the production of indurations, which, when cut into, present 
a hard, dense, fibrous structure, the interstices of the fibrous 
tissue being filled up with fat. These chronic, hard masses 
are most frequently observed at one or both sides of the 
uterus. They sometimes atrophy, like fibrous tissue, the 
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product of inflammation in other situations^ and may pro- 
duce hydronephrosis by compression of the one or other 
vreter ; as well as fixation of the uterus in abnormal posi- 
tions. 

Parametric phlegmon is a common disease. Like all 
forms of parametritis, it is most frequent in the close neigh- 
bourhood of the uterus, and especially on either side of the 
cervix where there is plenty of cellular tissue to be the sub- 
ject of the disease. But a parametric phlegmon, as I shall 
presently explain to you, may be remote ; any form of para- 
metritis may be remote ; and my lecture to-day is chiefly 
devoted to remote parametric abscess. Before I leave the 
subject of parametric phlegmon I shall still further explain 
to you what it is. It is that kind of tender swelling and 
hardening of cellular tissue around the womb, or in con- 
nection somehow or other with the womb, similar to what 
you see elsewhere around an inflamed gland or around a 
carbuncle; and which, when the inflammation ceases, or 
when the carbuncle disappears, melts away, without suppu- 
rating. That is called, in the case of the uterus, a para- 
metric phlegmon : it is common. An ovariotomist occa- 
sionally, but very rarely, sees this. In the post-mortem 
theatre it is extremely rare distinctly to see it, for it is not 
a fatal disease. An eminent ovariotomist, describing para- 
metritis, not in the pelvis, not forming a pelvic tumour to be 
easily reached by the finger passed into the vagina, but de- 
scribing a parametric phlegmon around the brim of the pelvis, 
uses these words: — "Looked at from above, the swelling of the 
pelvic soft parts was such that three fingers only could be 
pushed into the cavity, instead of the whole hand with a 
big sponge in it as is usual.^^ Here was parametric inflamma- 
tion in a woman who was subjected to ovariotomy, and who 
never had an abscess ; but all this great parametric phleg- 
monous swelling disappeared, just as the great hard swelling 
around a carbuncle disappears, without any suppuration. 
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Parametric abscess^ which is the chief subject of my lecture, 
may be a degenerated or an advanced phlegmon, or the case 
may be one which has run on to suppuration at once ; and I 
shall give you examples of these courses in different histories. 
But I have said that it is chiefly remote parametric abscess 
that I am to lecture on, and this leads me to consider the 
subject of the extension of parametric inflammation — a 
most important subject in practice. After delivery, for ex- 
ample, a woman's uterus gets inflamed, or after a surgical 
operation upon the uterus, the organ gets inflamed ; all the 
cellular tissue around it, especially on each side of it, may 
become swollen, hard, and tender. The inflammation ex- 
tends, and the directions of its extension are very important 
for you to know. The most frequent is along the 
pelvic brim towards the psoas muscle, and further on 
towards the kidney or even around the kidney. It does 
not extend downwards towards the vulva or ano-perineal 
region. 

Pelvic abscess, as distinguished from pelvic phlegmon, 
extends frequently downwards into the thigh, and the 
abscess finds its way among the great muscles of the limb, 
sometimes even far down. An abscess may spread into the 
iliac fossa. There is no direction in which it may not spread ; 
but I believe that the phlegmon, as distinguished from 
abscess, rarely if ever spreads, except, as I told you, upwards 
along the psoas to the kidney, or forwards, which I did not 
tell you, along the round ligament to the inguinal canal. 
Abscess does not extend downwards along the vagina towstrds 
the vulvaand ano-perineal region,its progress in this direction 
being probably prevented by the pelvic fascia. Now, these 
spreadings may be either mechanical, or what we may call, 
meantime, vital. The mechanical form of spreading some 
ingenious pathologists have very wisely tried to elucidate by 
experiment, injecting fluids into the parametric cellular 
tissue, and observing how the fluid goes, to find out if that 
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accounts for the spreading of abscess or of phlegmon. 
These experiments have not come to much^ and I shall 
satisfy myself to-day by giving you examples of the two 
kinds of spreading — examples which, I think, prove that 
there are two kinds. The spreading of inflammation so as 
to afiect the inguinal canal, and the disappearance of in- 
flammation everywhere else except in the inguinal canal, 
is a spreading of inflammation which I in the meantime call 
vital, not mechanical. No experiment has ever illustrated 
the running of parametric fluids along the course of the 
round ligament. Besides, phlegmon, without abscess, may 
advance into the cellular tissue in the groin, and that while 
elsewhere, except in the inguinal canal, the inflammation is 
resolved. I take, as an illustration of the mechanical form 
of spreading, the advance of matter down into the thigh. 
That appears to me to be purely mechanical ; and one reason 
for thinking so is that I have never observed the spreading 
of the phlegmon or mere inflammation in this direction. I 
have only observed the mechanical forcing of an abscess 
down into the thigh. That is purely mechanical. The 
matter not finding vent otherwise, in some cases is urged 
down into the thigh, and sometimes passes round the head 
of the femur and gets into the hip-joint, and so produces 
very dangerous conditions. Sometimes it passes through 
the great sciatic notch into the hip. The freer or easier 
progress of pus in a newly-found route sometimes explains 
the diminution of an abscess while yet not opened, either 
spontaneously or artificially. Of this, an illustration occurred 
lately in " Martha.^^ A psoas abscess following delivery 
was expected, after much delay, to open spontaneously in 
the groin. Consultation was held with Mr. Smith to con- 
sider the desirability of immediate evacuation, the constitu- 
tional symptoms of suppuration being urgent; but delay 
was decided upon, in consequence of the depth and difficulty 
of reaching the abscess. Presently the prominent part of 



72 FORMS OF PARAMETRITIS. 

the abscess grew smaller, and this change almost shook our 
belief in the diagnosis ; but the change was soon explained 
by the appearance of signs of the extension of the abscess 
through the obturator foramen to the upper and inner part 
of the thigh. 

I must pass now from the consideration of these two 
forms of spreading— of inflammation and of abscess — the 
mechanical form and the vital form ; and I will give you an 
illustration, that occurred in " Martha^^ not long ago, of 
inguinal parametritis. 

S. S., aged twenty-five, has had three children, the last 
born four weeks and four days before her admission into the 
hospital. She got on well till a week after her confinement, 
when she had a prolonged rigor. Shortly after this a lump 
began to appear in her right groin. At first it gave her 
little trouble, and a fortnight after her confinement she left 
the hospital. Two or three days after this exposure the lump 
in the groin began to increase and be very painful. On 
admission there is found, extending from near the right 
anterior superior spine to the body of the left pubic bone, a 
prominent pear- shaped mass, the smaller end being near 
the iliac spine. It feels as if filled with fluid. At its 
broadest it is two inches and a half, measuring upwards 
from Poupart^s ligament. The uterus, and all that can be 
felt per vaginam, is soft, mobile, and healthy. Only, in the 
right anterior quarter of the pelvic brim, pressing high up, 
the finger meets fulness, produced by the above-described 
swelling as it overhangs the horizontal ramus of the right 
pubic bone. The abscess was opened with antiseptic pre- 
cautions and dressed. The finger, introduced into the 
cavity of the abscess, found it to be limited to the region of 
the external swelling. The discharge soon dried up, and 
she rapidly recovered. 

This case of inguinal parametritis is an example of spread- 
ing to the inguinal canal, indisputably vital. When she was 
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examined^ on admission to the hospital^ there was no trace 
of any disease about her womb. The disease began, as you 
observe, a week after delivery, and remained for a consider- 
able time evidently in the state of a phlegmon ; and then she 
went out. The effect of the exposure was to increase the 
inflammation and produce suppuration. It was an inguinal 
parametric abscess, dependent originally upon uterine in- 
flammation, which, when we saw her, had entirely disappeared 
—a remote form of parametritis. 

I have told you that remote parametritis may affect the 
region of the psoas muscle, or may affect the suet. The 
case which I am to read to you is an illustration of remote 
parametric abscess which maintained to the last some con- 
nection with the uterus. It is an example of a kind of 
disease that is sometimes very puzzling, as I shall presently 
explain to you. The abscess did not mature and burst till 
about seven months after the woman^s confinement ; so 
chronic was it. 

Mrs. R. S., aged twenty-seven, has been married for seven 
years, and had four children : no miscarriages. Her last 
confinement was six months before admission to " Martha.'^ 
It went off easily; but three days afterwards she had 
shiverings, and has not been well ever since. Now she is 
exhausted and emaciated, has a quick pulse and a high tempe- 
rature, both of which rise in the evening and are accom- 
panied by ordinary hectic symptoms. Catamenia have not 
returned since confinement. She lies on her right side to 
save pain. The right thigh retracted fully forty-five de- 
grees. Micturition frequent and painful ; urine acid, and 
contains a very little albumen ; complains of great pain and 
tenderness in the right inguinal and hypogastric regions, and 
shooting down the right leg. These pains have been get- 
ting worse ever since her confinement. The lower part of 
the right side of the abdomen is occupied by a rounded 
tender hardness, dull on percussion, extending from the 
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right side of the right pubic bone in the direction of Pou- 
part^s ligament, and upwards into the right flank, where its 
distinctness is lost. It enlarges as it approaches the crest 
of the ilium. The uterus is in its natural situation, but 
fixed. The right side of the pelvis, but only as high as the 
finger can reach, is occupied by a tender hardness. She 
was kept in bed, well fed and cared for, and constantly 
poulticed. Three weeks after admission, and about seven 
months after her confinement, relief came by discharge of 
pus through the already irritated bladder. The tender 
swelling immediately diminished. The pus flowed freely. 
The retraction of leg gradually yielded. A fortnight after 
the discharge of pus began she could keep her leg extended. 
In a few days more the lump in the right side could not be 
discovered. The discharge of pus ceased. Two months 
after admission, and between five and six weeks from the 
commencement of the evacuation of the abscess, she was 
discharged quite well. 

Here is a case of psoas and iliac abscess, the inflamma- 
tion beginning three days after delivery, and relief not com- 
ing till about seven months afterwards. In this case the 
abscess was not in the pelvis, the most common seat of the 
abscess ; there was no intra-pelvic disease. The abscess was 
remote, but maintained its connection with the uterus — 
came down as far as the brim of the pelvis and to the uterus, 
so as to hold it fixed. 

Some of the most important symptoms I shall now de- 
scribe to you. She lay upon the affected side, and the case 
I am to read next to you lay in the same way upon the 
affected side, or inclined to the affected side. The decubitus 
is sometimes on the healthy side. Her thigh was retracted, 
and in this woman it was retracted to about half a right 
angle, measuring from the position in standing or extension. 
The amount of retraction varies. Extension of the retracted 
thigh is almost impossible ; it can be done, but it causes so 
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much pain that, unless under the influence of chloroform, it 
would be cruelty to try to do it. It disappears soon after 
the abscess is discharged, and before it is completely healed. 
In my opinion, it is not the result of neuritis, because there 
is no special pain along the course of the nerves, because 
there is no pain when the leg is at rest, and because it 
comes and goes with the disease ; whereas neuritis might, 
as in a case we have had in "Martha" lately, continue long 
after the original disease had gone. There are cases where 
you have evidence of neuritis, but in the meantime it is my 
opinion that most cases depend upon inflammation or destruc- 
tion of muscle — the psoas and the iliacus. Another great 
symptom is the emaciation and haggard appearance, which 
in some of these cases cannot be exaggerated, leading by- 
standers to form an unfavourable prognosis, in which you 
would also join if you did not know what this case, and 
others that you have seen, illustrates, that this haggard, 
emaciated, death-like condition disappears with extraordi- 
nary rapidity when the abscess bursts and when the case 
begins to improve. Now, in many cases of this kind, mis- 
takes are made, and the mistakes arise from neglecting the 
remoteness of the inflammation, the inflammation sometimes 
being confined to the region of the psoas or the region of 
the kidney, while the region of the uterus, where the in- 
flammation began, has become perfectly healthy — that is 
the remoteness of the disease. Mistake also arises from the 
difficulty of understanding that the disease can be so chronic 
as it is in some cases, and as it was in the woman whose 
history I have just read, in which the abscess never pointed, 
and burst through the bladder seven months after confine- 
ment. 

Another source of error is, that in some cases there is 
no great pain or tenderness in the region afiected — the region 
of the psoas muscle ; and frequently, as in the case I am 
presently to read to you, nothing to be felt. The inflam- 
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matioD produces a flat swelling, which is covered by the 
bowels, and you do not feel anything through the bowels. 
The physician cannot find anything like a distinct abscess, 
even if he happens to expect it. I remember well being 
called by two excellent physicians to see a case of this kind. 
It was many months after delivery when I saw the woman 
for the first time. The physicians had given up the idea 
that there was a psoas abscess or any abscess following de- 
livery, for there was nothing to be felt. The woman was 
lying in bed, without much suflFering, but quite helpless 
from the retraction of her thigh, and the question was one 
of diagnosis. The friends had become impatient in conse- 
quence of the promises made by the physicians all having 
proved false. When I saw her I had no doubt, although I 
could make out nothing more than the physicians did, that 
it was a case of the kind I have been describing to you, and 
I had nothing to say but to recommend further expecta- 
tion ; and the case ended as the case I have been reading 
to you ended. The abscess at last pointed, as it usually 
does, in the groin, and the woman was very soon cured by 
Nature. 

The case I have just read to you was a case of remote 
parametritis, but the parametritis was continuous with the 
uterus and fixed it. The case I am now to read to you is a 
case of remote parametritis without continuity. It is not a 
case of the ordinary kind of pelvic abscess ; it is not a case 
of the kind that I first illustrated, inguinal parametritis ; it 
is one of remote psoas abscess. 

M. A. F., aged thirty-three, single, had a seven months' 
child seven weeks before admission to " Martha.^^ Has 
never been well since. Catamenia appeared about five weeks 
after delivery. Bowels regular. Micturition natural. In 
evening, pulse 116 ; temperature 102*2^. Looks very ill, is 
worn and emaciated. Complains of pain in the right thigh 
shooting into the hip, and that she cannot walk. The right 
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thigh is drawn up, being flexed about fifteen degrees. The 
upper half of the thigh is rounded and swollen to at least 
twice the size of the other. The swollen part is tender, but 
no special hardness can be found in it. The slightest touch 
beneath Poupart^s ligament causes acute burning pain down 
the inside of the thigh. No defined hardness can be felt 
above Poupart^s ligament, but there is great fulness there 
and extending upwards on the right side of the belly. The 
uterus is not fixed nor tender ; neither is there any hard- 
ness nor tenderness around it. The right labium majus is 
swollen, being (Edematous. She was put on a water-bed, 
ordered to be well fed, to have a morphia draught at bed- 
time, to have the lower abdomen constantly poulticed. 
Eight days after admission a pointing abscess was detected 
in the upper and anterior part of the right thigh. Next 
day it was opened with antiseptic precautions. About a 
pint and a half of fetid pus flowed. At the same time there 
was considerable haemorrhage, apparently venous, and cer- 
tainly not firom the wound, which was made in thinned 
skin. The bleeding was arrested by pressure. Pressure in 
the region of the psoas and iliacus causing gushes of pus, 
made it plain where the abdominal part of the abscess was. 
Similar evidence showed that this part was in a few days 
completely evacuated and healed ; but the large abscess in 
the thigh, whose extent was very ill-defined, required care- 
ful strapping and bandaging to secure its evacuation and 
healing. Now, six weeks after the abscess was opened, and 
fourteen weeks since her confinement, there is scarcely any 
discharge. The woman is rapidly regaining good looks and 
flesh. 

Here is a case in which you have a large abscess forming 
in the right lumbar region, the region of the right psoas 
muscle ; not a pelvic abscess. How the pus found its way 
down into the thigh we can only conjecture, as nothing 
abnormal was to be felt per vaginam. The pus probably 



78 FORMS OF PARAMETRITIS. 

adyanced along the psoas muscle^ and so got down into the 
region of the great internal mnscles of the thigh. It did 
not pass through the pelvic cavity. This is an unusual 
route — a route into which it is forced, I believe, purely by 
mechanical circumstances; the pus burrowed because it 
found its easiest progress and accumulation by pressing 
downwards in this way. In this case there is also to be 
noticed the bleeding on opening the abscess. The bleeding 
made me regret that I did open it, becanse I think it pro- 
bable we should have avoided this bleeding if we had let it 
alone ; and in this case — I do not say in every case — I be- 
lieve the opening would not have been delayed twenty-four 
hours. If the bleeding had been slight- 1 would have thought 
nothing of it ; but the bleeding was decidedly considerable, 
especially when you keep in mind the emaciated and ex- 
hausted condition of the woman. In this case I would 
remark to you what I have mentioned already, and what is 
described in the case — the evidence of an immense lumbar 
abscess ; but no lumbar abscess could be felt on manipu- 
lating the abdomen. That, naturally, might lead to great 
mistakes were you not aware that it is not an uncommon 
condition, a large collection of matter present in this situa- 
tion, but which cannot be made out by the examining 
practitioner's hand. You will remark in this case another 
peculiarity — ^that the pus was intensely fetid. This putre- 
faction of the pus is difficult to accoimt for, for certainly 
there was no communication with the bowel, or with any 
viscus ; and yet putrefaction occurred. This kind of occiir- 
rence forms a difficulty in connection with Listerian anti- 
septics. How did the pus putrify without any route for 
admission of germs ? The only explanation I can suggest 
is one that I have heard, namely, that while healthy tissues 
will not allow germs to permeate them, such morbid tissues 
as this woman had; separating bowel from the cavity of the 
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abscess, did allow germs to pass. That is, however, a hypo- 
thetical explanation. No doubt the fetid pus in this abscess 
led to great aggravation of the woman^s symptoms. The 
putrid ichor was absorbed into the blood, probably in con- 
siderable quantity. This view is conlSrmed by an observation 
which Mr. Garstang pointed out to me — that on opening 
the fetid abscess (the fetor rapidly disappeared, lasting about 
a day and a half) improvement immediately followed, the 
temperature falling from 99'5° up to (in the evening) 102*5° 
down to natural, and that in a few hours ; and only once 
rising (ten days after the evacuation) as high as 100*5°. 
And this rising was due to some intercurrent affection which 
we did not discover. 

Before concluding, I say a few words with regard to the 
treatment of these inflammations and abscesses. There 
is really very little to be said. The treatment of para- 
metritis in all its forms is almost identical with the treat- 
ment of inflammation or an abscess in any other situation — 
antiphlogistics ; poultices ; occasionally, in the phlegmonous 
form, the use of blisters ; and lastly, the use of the knife. 
It is only on the use of this last that I shall here make a 
few remarks. All gynaecologists agree in discouraging resort 
to the knife in these cases. I have often seen the knife used 
in the manner which, when we speak of tapping, is called 
dry tapping ; the practitioner, not recognising the occurrence 
of parametric phlegmon, where there is no abscess; and 
thinking he will hasten the progress of a case by driving his 
knife into it. But it is not the liability to mistakes of this 
kind that induces all gynaecologists to discourage opening 
parametric abscesses of all kinds; it is their clinical history, 
which shows that in the great majority of cases they are 
better let alone. These remarks, however, chiefly apply to 
pelvic abscesses, and there the danger of opening is far 
greater than in remote parametric abscesses, such as I have 
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been going over to-day. The observation does not apply 
80 rigidly to remote parametric abscesses, for it is frequently 
advisable to proceed to evacuate such in order to hasten the 
progress of a case that might otherwise linger for a very 
long time. I advise you, however, to be sure that you 
have an abscess to deal with, and to be sure that it is 
what is called " thoroughly matured^^ before you interfere 
with it. 
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VIII. 

ON PAINE [JL SITTING. 

Painful Sitting is the subject of this lecture. We have 
several cases illustrating it. In some of them^ painful 
walking accompanies the painful sitting ; indeed, in the 
last disease that I shall mention to you, painful walking is 
more important than the painful sitting. Painful sitting is 
as good a name for a disease as dysmenorrhoea is, and quite 
as distinctive ; but painful sitting is not a disease, nor is 
dysmenorrhcEa — both are symptoms, and the term is used 

just as dysmenorrhoea is so used. In both cases the desig- 
nation is not a term of a pathological classification, but of 
what is called a nosological or artificial classification. The 
most common kinds of painful sitting are not to be con- 
sidered to-day ; only those that are observed particularly in 
women, and only those that are somewhat recondite. Such 
causes of painful sitting as an abscess of the vulva, an 
abscess of the perineum, tender caruncle of the urethra, an 
inflamed gland of Cowper, are very common ; and in them 
nobody requires to hear anything said about the painful 
sitting — that is a matter of course. 

The first special cause of painful sitting that I have to 
consider is inflammation — not affecting the external organs, 
not affecting the vagina, but affecting the deep-seated 
genital organs, the uterus and ovaries. This is not an in- 
frequent cause ; and the first case I am to read to you is a 

o 
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good example of it^ an apposite example for us^ because 
the poor woman came to the hospital declaring that she 
could not sit — that was her complaint ; for her, that was the 
disease. I shall read her case : — " M. C, aged twenty-seven ; 
admitted November 16; married ten years; has had four 
children — the youngest two years old, two alive ; "the others 
died during teething. Has had no miscarriage. Catamenia 
began at thirteen years, and have generally been regular ; 
nothing abnormal noticed about any of the later periods. 
About six weeks ago she was suddenly attacked with a 
severe pain in the right inguinal region, which has been 
present ever since when sitting. The pain is hardly felt at all 
when standing or lying down. This pain she ascribes to a 
kick on the belly ; and I think it is a very probable explana- 
tion of it. About the middle of this term of six weeks 
she had a scanty thin brownish fetid discharge, which 
has since subsided, and is now imperceptible. It lasted 
for a week or a fortnight. The pain is identified by 
pressing on the perineum, and subsequently by pressing 
the uterus digitally. The cervix uteri is nearly in its 
natural situation, patulous and hard, admitting the finger 
easily. It has an irregular hard internal surface. The 
uterus is fixed. The whole roof of the pelvis presents hard- 
ness, or dense fulness, which is tender.^^ Now you can 
easily, from the record, make out that this woman has cancer 
of the neck of the womb. She knows nothing about that, 
and I believe does not suspect it ; she thinks her disease was 
caused by the kick she got from her husband, and as for her 
the disease is painful sitting, I think she is quite right as to 
its cause. Somehow or other this kick was connected with 
an attack of perimetritis, an attack of inflammation around 
the womb, inflammation a£Pecting the serous membrane, in- 
flammation leading to the fixation of the uterus which we 
found ; and so far as her disease consists in painful sitting, 
this inflammation is the cause of her disease. Attacks of 
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inflammation^ apart from violence^ are quite common in 
connection with cancer of the womb. This woman^s suffer- 
ings are caused by inflammation around the womb in the 
early stage of cancer of its neck. Now, I wish you to observe 
how clearly in this case the nature of the disease was made 
out. Firstly, a cancerous uterus is not a tender one. This 
woman^s uterus was not tender where it was cancerous ; it 
was the neighbourhood of the uterus that was the seat of 
the tenderness, the seat of the inflammation. When the 
perineum of this ^oman was pressed by the hand, while she 
was lying on her side, she at once recognised the pain of 
sitting. She felt the same pain as when the perineum was 
pressed upon by the seat. She had not the pain when she 
lay down or when she was standing. Following up the pain, 
the finger was introduced into the vagina, and found the 
same pain was produced by pressing upon the inflamed and 
tender parts near the womb. There could thus be no doubt 
of the nature of the disease. Of this part of her disease — 
which, unfortunately for the woman, is not the major 
part — she will get rid by suitable treatment, especially 
by continued lying in bed. She is, indeed, already nearly 
well. 

In connection with this case I shall state the theory of 
this painful sitting ; and a very easy experiment explains 
it. It is not generally recognised that the bowels are pressed 
upon by sitting ; but it is a fact, as this case illustrates 
When a woman sits upon a seat, the pressure upon her hips, 
even although the deeper parts are protected by the tubero- 
sities of the ischia, commiinicates pressure to the deepest 
parts in the pelvis ; and, if those parts are tender, pain 
is the result. The experiment that I alluded to, as demon- 
strating what I have just said, is to place the hand upon 
the hypogastrium while the perineum is exposed. If you 
press with it in the direction of the axis of the brim, you 

push down the perineum and the hips. A very slight 

G 2 
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pressure upon the hypogastrium makes the perineum bulge^ 
makes the hips descend. Of course, when the hips are 
pressed upwards, or the perineum is pressed upwards, you 
have an influence which is, in like manner, communicated 
back to the hypogastrium ; and thus you have pain if the 
parts are inflamed. This is illustratedin many cases of ovaritis 
and metritis of all kinds. This part of painful sitting is a 
separate thing from the injurious influence of sitting. That 
I am not speaking about. The injurious influence of sitting 
is a subject I may illustrate at some other lecture. What 
I am speaking of now is painful sitting, and the injurious 
influence of sitting is a much wider subject than what I am 
now considering. 

I go on, now, to another set of diseases, connected with 
the coccyx, which diseases are not peculiar to women, but 
are, I believe, much more frequent in women than in men ; 
and they have got a collective name, which is also an arti- 
ficial, not a pathological name — Coccygodynia. Now, the 
pathology of this department of painful sitting is so far 
advanced that I recommend you to give up the use of this 
name except as a proper word to express pain in the coccyx, 
for which no further explanation can be given. That is to 
say it is a neuralgia ; perhaps not a pure or simple neuralgia, 
but yet a neuralgia ; and a neuralgia is in the majority of 
cases a disease of which no further explanation can be 
given. Indeed, many of the cases usually included under 
coccygodynia are not diseases of the coccyx at all. 

Occasionally the coccyx is the seat of inflammation ; or 
its periosteum gets inflamed, and you have abscess around it. 
Of that disease I have not seen an example, but I have seen 
enough to show me that such a disease may exist. I have, for 
instance, seen a periosteal abscess extending from the point 
of the coccyx to the base of the sacrum, the whole length, 
which shows that such a disease as inflammation and abscess 
of the coccyx may occur. There is no doubt, indeed, that it 
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has occurred. But the commonest cases of neuralgia of the 
coccyx or of true coccygodynia, although they have tender- 
nessy or rather sensitiveness^ as a symptom, have no inflam- 
mation, no inflammatory tenderness. Now, this disease is 
conmion, and it is common in men as well as in women. I 
have seen cases of it in men, although I come very little in 
contact with that sex. In men it generally arises finom con- 
stipation or some disorder of the rectum, such as hemor- 
rhoidal congestion. I may mention an example of it as it 
occurs in women. A young lady in her first pregnancy, 
enjoying perfect health, was sent to me, only two days ago, 
by her husband, because she could not sit. When she came 
into my room she laughingly said it was an absurd complaint, 
but she could not sit. It was easy to make out that she had 
this tenderness — not inflammatory tenderness — ^this sensi- 
tiveness, rather, of the coccyx. Now, this disease is generally 
easily cured, or rather it goes away, and the treatment of 
it is scarcely worth describing. It is the use of laxatives, 
hot bathing, sedative applications. In a severe and per- 
sistent case you may try the hypodermic injection of 
morphia, and it has been said to cure the disease. Whether 
it has done so or not I shall not answer for ; perhaps time 
would just have cured it equally efiiciently. The disease is 
essentially a come-and-go one, and it is very difficult to judge 
in such diseases what is to be attributed to treatment and 
what to time. These are the commonest cases. Other 
cases, however, are not rare ; they arise chiefly from injury, 
and they seem to afiect the sacro-coccygeal joint, and still 
more its ligaments, and the sacro-sciatic ligaments especially. 
Of this affection I shall give you an excellent example. Mrs. 
L., aged thirty-two, married for two years, had her first 
child nine months ago. During the second stage of labour she 
had intense suffering, especially during pains, in the region 
of the coccyx, where she has still all that she complains of. 
Ever since her confinement she has had the pain very 
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severely during defecation ; but now it is less than it was at 
first. When she began to get up, sitting brought on the 
pain, and she had to give it up entirely ; but lately the pain 
in sitting has diminished, and now it is entirely gone. On 
examination the coccygeal region is easily identified as the 
seat of all the pain. There is no swelling nor dislocation of 
the bone. Pressing on it increasing flexion, as in sitting, 
causes now no pain ; it did so at first when the parts were 
more tender ; but extension so as to bring the least tight- 
ness of the sacro-sciatic ligaments brings on the well-known 
pain. Pressure on the ligaments themselves, to tighten 
them, also induces the pain. 

This is a very clear case, and the disease is gradually dis- 
appearing. The only pain that remains is produced by 
stretching the sacro-sciatic ligaments. I have no doubt that 
the disease in this woman is some sort of inflammatory 
rheumatic condition of these ligaments. Neither have T any 
doubt that she will get quite well : she is in the process of 
getting well. You observe that, in this case, the disease was 
brought on by injury sustained during labour. This intelli- 
gent woman^s account of the second stage of her labour, and 
of the pain in the coccyx leaves no room for doubt that then 
the disease was produced. The pain she sufl^ers now is the 
same she sufl^ered then — only much less. This case I recom- 
mended to be treated by hot bathing, by keeping the bowels 
easy so that large masses of faeces might not descend and 
cause great extension of the coccyx. No more treatment 
was demanded, because the case was progressing slowly in a 
very satisfactory manner. Should it prove obstinate, I would 
be inclined to recommend to this- woman to have the sacro- 
sciatic ligaments divided at their attachments to the coccyx — 
an experiment which is well worth trying. It has frequently 
failed to cure this disease ; but then its failure may be because 
the treatment was used in cases for which it was not appro- 
priate. This disease is only in that condition of progress in 
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which we are diflPerentiating the various kinds of it. You 
are not therefore to condemn this treatment altogether, on 
account of its failures, till the disease is much better known 
and the proper cases for this operation of dividing the liga- 
ments are made out; if there are any proper cases. Its suc- 
cess in some cases surely indicates that there are proper 
cases. I should be inclined in the case of this lady to re- 
commend its trial if the disease proves inveterate. 

Before I pass further on, I shall make a statement to show 
you how imperfect yet is our knowledge of this disease. An 
eminent author, calling this disease coccygodynia, which 
indicates the want of recognition of the various diseases in- 
cluded under that name, says that a characteristic of it is 
that, while pressing upwards or from the outside is painful, 
pressing downwards or from the inside producing extension 
is not painful. The opposite was the condition of the patient 
in the case I have been describing to you, and the opposite 
is the condition I would write down if I were making such a 
general statement. I would rather be inclined to say that 
yon had always pain from pressure extending the coccyx, 
pressing from within ; only occasionally pain from pressure 
pushing the coccyx upwards, or flexing it by pressure from 
without, as was true of the earlier part of the history of our 
case. 

I come now to another disease, of which we happened to 
have two examples in '^Martha'' almost at the same time — 
indeed, I think they were the same day — dislocation of the 
coccyx. In these dislocations you have no pain, you have no 
tenderness; you have merely inconvenience which amounts 
to pain, inconvenience arising from the abnormal position of 
the coccyx, and which you will see admirably illustrated in 
the dislocation forwards which I am to read to you presently. 
It would surely be a great mistake to call this disease coccygo- 
dynia. When a man has a dislocated arm you do not call it 
humerodynia ; neither should you call this coccygodynia ; 
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it is dislocation of the coccyx. The first case^E. G.^aged thirty- 
seven, was admitted into " Martha^* for carcinoma uteri. 
She made no complaint of her coccygeal region till her atten- 
tion was called to it. Then she described herself as aware 
of something wrong there ; and this has troubled her only 
since her last confinement, when she was delivered by 
instruments at the end of the seventh month of pregnancy. 
The coccyx is dislocated backwards, and is in a state of 
great unnatural flexion ; it is only slightly mobile. This 
case, you see, is, like the last, a traumatic case ; but it is 
also very unlike the last, for in this case you have no kind 
of inflammation ; you have merely a dislocated coccyx. 
Dislocation is recognised by feeling externally the base of 
the coccyx, by passing the finger into the rectum, and feeling 
internally the point of the sacrum. Two parts which ought 
to be in contact are separate from one another, and the dis- 
location is backwards. In this dislocation backwards the 
coccyx is flexed. In this case nothing was done. It is 
recommended by some authors to reduce the dislocation. 
But it is a another thing to do it. Indeed, it cannot be 
done. At the time of the accident, possibly, it could easily 
have been done ; and now the attempt would be vain. The 
hold you can get of the part is so slight that you can exert 
no adequate pressure to tear up all the connections that are 
now formed in the situation of the sacro-coccygeal joint. 
Reduction, I believe, if it is ever to be successful, must be 
done either after dividing the connections between the 
sacrum and coccyx, or at the very time of the accident. 

The next case I have to give you is a case of dislocation 
forwards, and you will see that this is a much more impor- 
tant accident. The dislocation forwards in the case I am 
to read was traumatic, as in the last case. Mrs. N., aged 
thirty-eight, married for three years and a half. Has had 
three children. During her last confinement she required 
some extraordinary assistance, which she could not describe 
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to make intelligible. Ever since that time she has had pain 
in what she calls her " tail.'' The pain is now almost gone, 
and she would say nothing of it were it not that sitting 
brings it on ; and she wishes to have her power of sitting 
restored. On examination, the coccyx is found in a position 
of extension, pointing downwards and projecting against 
the skin; it is not tender. Further examination finds its 
motion very restricted, and it is dislocated forwards. You 
can easily understand that dislocation backwards with flexion 
is a comparatively innocent matter ; but if you have disloca- 
tion forwards, and the coccyx pointing down upon the 
perineum, as it did in this lady, you can readily under- 
stand how very soon aching would come on after sitting 
upon the point of the coccyx stuck into the seat, if she sat 
otherwise than upon a single ischium. All patients 
su£Pering from this disease or any of the allied diseases sit 
in a peculiar manner upon the edge of the chair, resting 
upon the ischium next the chair. In this way they escape 
the pressure upon the perineum. Surely it is extremely 
desirable that this very great disability should be cured. 
In this case I made no recommendation but one. The 
only thing that could cure this woman was to •remove the 
bone, or at least to set it free, to put it into some other 
position. I should think the simplest matter would be to 
take it away altogether. In a case like this, did the woman 
not get accustomed to the state in which she is, I should 
certainly have no hesitation in dividing the connections of 
the sacrum and coccyx, putting the coccyx into a more con- 
venient position, or removing it altogether. Removing the 
coccyx altogether has been recommended for coccygodynia, 
and I am not to advise you never to resort to it. As little 
do I advise you to resort to it ; because, so far as I know of 
it — and I know a good many cases — it has proved an 
extremely unsatisfactory proceeding. In the case of this 
lady, I have no doubt it would be satisfactory, and cure 
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her with very little risk, almost none. As I have already 
said, the various conditions of painful sitting are not 
sufficiently recognised so as to enable us to say that 
coccygodynia is to be treated in any, as yet undefined, 
class of cases by excision of the coccyx. This is not a 
case of coccygodynia; it is a case of dislocation of the 
coccyx, with manifest easily accounted for painful sitting, 
and with a manifest cure to come from cutting out the 
offending bone. 

I now come to do little more than mention a very interest- 
ing case of jfracture of the sacrum and dislocation of the 
lower part, which made sitting impossible, and produced 
diflScult walking for a long time. M. B., aged forty- 
seven. Eight months ago she fell from a ladder some 
twelve feet on her sacrum. She was confined to bed in 
consequence for a fortnight, having been picked up senseless. 
After this she was able to walk, but not so well as formerly. 
She has had difficulty and pain in defsecation ever since. 
Complains of pain in her sacrum. The upper bones of the 
sacrum are normal, but at the junction between the third 
and fourth there is a sharp angle — a little more than a 
right angle — formed by the unnatural projection forwards 
of the lower two bones of the sacrum and the coccyx, 
which latter is itself movable. The uterus is in normal 
position and direction, but with mobility much impaired. 
The right side of the pelvis is natural, but on the left and 
behind is a dense hardness, rounded posteriorily, nodulated 
in front towards left side. Per rectum, the angle of the 
sacrum can be distinctly felt, the fourth sacral vertebra 
being dislocated forwards, the dislocated portion being 
directed to the left. The rectum runs to the right of this 
part of the sacrum, and the induration above mentioned 
apparently starts from the left side of the sacrum, though 
part of it is in front of the rectum, between it and the 
vagina. This is a rare accident — the only one I ever saw 
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of the kind. Were it not recognised^ the physician examin- 
ing the internal organs might be led to form very erroneous 
ideas as to the nature of the woman's disease ; but there 
can be no diflSculty, when we recognise the firacture and 
dislocation of the sacrum in ascribing the morbid conditions 
internally to the fracture and bad healing of the bone. It 
is evident that the fracture led to some effusion on the left 
side of the uterus^ and some adhesions in Douglas's space 
causing hardness. This accident^ were the woman young, 
might produce very great diflSculty in delivery, and it would 
require very careful consideration if a woman having 
it contemplated marriage ; still more careful consideration 
if she were in the family-way. On that subject I have not 
time to enter. 

The next case I have to mention to you is a still rarer one : 
not fracture, but dislocation of the spine upon the sacrum — 
a case of spondylolisthesis. This word does not describe the 
region of the affection, but its use is confined to the condi- 
tions I am to describe. There is no fracture here, for you 
have a joint, and the bones slip upon one another. The first 
bone of the sacrum and the last lumbar vertebra can be 
mutually dislocated without much fracture. There might 
have been fracture, but we found no evidence of it. 

E. H., aged sixty-three, admitted for carcinoma uteri. She 
had a considerable time ago a fall from a trap-door on her 
back, some fourteen feet. She was stunned, and afterwards 
could not walk for many days. Ever since she has had pains 
all over both legs, but no loss of sensation or motion. At 
the first bone of the sacrum is a prominence, continued 
downwards into a strong sacral coDvexity retiring within 
the fold of the buttocks, the sacrum being unnaturally curved 
forwards as a whole. The lumbar spine is in a state of 
slight lordosis. Nothing additional is made out per vaginam. 
The conditions indicate spondylolisthesis or dislocation for- 
wards of the spine upon the sacrum. 



92 ON PAINFUL SITTING. 

Before concluding this lecture^ I have a few words to say 
upon a condition of the joints of the pelvis which is rare 
as a disease^ and which interferes with sitting and walkings 
especially the latter — that is^ relaxation of the great essential 
or intrinsic joints of the pelvis^ the symphysis pubis and the 
two sacro-iliac joints. These joints in the end of pregnancy 
become naturally juicy and loose^ and a considerable increase 
of motion is permitted in them. The loosening of these 
joints becomes morbid very rarely. When morbid^ it has 
been found sometimes^ in a few recorded cases^ to be so ex- 
treme as to produce hopeless lameness. The joints have 
been so relaxed^ and present such an amount of mobility^ that 
by no contrivance can they be fixed so as to enable the woman 
to stand. Cases of that kind are among the greatest of 
rarities^ but cases of slight yet extraordinary loosening are not 
very rare. They are recognised or diagnosed with great difiD- 
culty. You are led to suspect the existence of the condi- 
tion by finding that the disease dates from pregnancy; 
it may be not from the first pregnancy. The last case which 
I saw was a case beginning in the second pregnancy. The 
next thing that leads you to suspect the disease is to find 
pain complained of in the symphysis pubis^ or in what the 
patient calls " the bone'' in the mons veneris, and in the 
two sacro-iliac joints, or in one of them. The pain of the 
symphysis pubis and in one of the sacro-iliac joints almost 
invariably go together, but both sacro-iliac joints are not 
invariably afiected. What is the diflSculty of recognu^ing 
this disease ? There is no difficulty in a case of extreme 
relaxation. Then, the woman can find the disease out for 
herself; but in a case of slight relaxation it is a matter of 
great nicety, and you have frequently to put the woman 
through a variety of evolutions before you can satisfy yourself 
that these joints are moving. I have found it generally 
vain to try to make this out in the symphysis pubis, partly 
on account of the disagreeableness of the proceedings. The 
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proceedings are extremely indelicate; but only in a 
certain sense^ for there is nothing truly indelicate that 
forms part of a duty ; but they are extremely unpleasant^ 
and the word ''indelicate'' implies a part of the un- 
pleasantness. Besides^ when I have attempted to diagnose 
the movement of the symphysis^ I have been extremely ill- 
satisfied. In the case of the sacro-iliac joint there is no 
embarrassment ; the difficulty is in being quite sure of the 
movement. In a healthy woman you can make out no move- 
ment. You start from that. If^ then, we find distinct 
movement, we may be sure that there is this morbid con- 
dition. This distinct movement is to be ascertained by 
seizing the haunch-bone^ and^ while the spine is fixed^ trying 
to make it move a little ; or you fix the haunch-bone^ and 
make the woman move her spine ; and then you can &/ee or 
feel, while the haunch-bone is fixed, a distinct movement of 
the spine upon it by making the woman change her position. 
I advise you not to be sure you make it out till you have 
perfectly satisfied yourself. Supposing you make it out, is 
there anything to be done ? Like many others, this disease 
is fortunately frequently spontaneously cured. It is natural 
to expect that, as in a cow the moving huckle-bones get 
fixed again after parturition^ so in a woman the movable 
haunch-bones will get fixed after parturition ; and the same 
may happen more slowly in the extraordinary or morbid 
cases I am describing. In such cases I have always en- 
couraged a woman to walk, to brave out the pain if she 
could, because the irritation produced by the walking 
may conduce to the refixation of the joint. Cases of 
this kind do get better. The bones do get fixed again. 
Until they get fixed there is one means which is of great 
value, that is, a very firm bandage around the pelvis. 
You give an artificial fixedness. Now, you will find it very 
difficult to get a woman to wear this bandage, because it is 
extremely unpleasant in itself; and it is only after she has 
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found the advantage of it that she will consent to wear 
it. The bandage must be made^ not of ordinary bandage 
materials^ but of horse-girth stuff. This is put round the 
pelvis^ and strapped as tightly as the woman can endure ; and 
if it is to be of any use it must be inconvenient^ because^ in 
order to be fixed upon the proper part^ it must descend to a 
considerable extent upon her limbs — that is to say^ it must 
come down to, or even a little below, the trochanter major, — 
and this makes walking very disagreeable. I have seen cases 
in intelligent women where I can have no doubt of the real 
advantage of this bandage — where, indeed, the woman could 
not walk without it. 
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ACHING KIDNEY — PYONEPHROSIS — STRICTURE OP 

URETHRA. 

The first subject of this lecture is Aching Kidney. I shall 
read to you no individual case of this disease^ because^ in 
the class of patients that come to St. Bartholomew's^ it is 
not considered grievous enough to secure a bed in the 
hospital. Among the better classes^ where diseases are 
often unjustly appraised^ it is often regarded as of the 
greatest importance and interest. We have had many 
cases in " Martha^' of aching kidney^ but in them this 
affection has been merely an epiphenomenon, or a part of 
other diseased conditions. 

This disease is sometimes^ both in men and women^ very 
easily recognised. There are achings in cases of what is 
called floating kidney. The patient can put her hand upon 
the lump^ and say^ '^ Here is the pain/' and there is no 
difficulty in recognising the disease. But there are some 
cases in which the disease is difficult to identify. In 
pregnancy^ for instance^ right or left hypochondriac pain 
is very frequent. In many cases I have been able to be 
quite sure^ from the history before and after pregnancy^ 
that the disease was not to be classified in the vague way 
that is implied in giving it the name of hypochondriac 
pain^ but that it was really aching kidney. In pregnancy 
you have opposite conditions to those in floating kidney in 
ordinary circumstances^ for if pregnancy is advanced^ you 
cannot get at the kidney to feel it and identify its position. 
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Here I may remark that, while the disease often occurs in 
pregnancy, yet some women who are liable to it do not 
suffer while in that condition. A patient, now under my 
care, has tender aching right kidney, which began fourteen 
days after last confinement. Before her present pregnancy 
began she had had two att^ks of it ; but during pregnancy 
she enjoyed perfect health. 

The disease in women is not a rare one, and its 
characters are the following : — One or other kidney is the 
seat of pain. It is not a neuralgic pain ; it is a heavy, 
wearying pain, deep in the side. It is in the region of the 
kidney, and in many cases (as I shall presently tell you) 
you can easily identify it as being in the kidney itself. It 
is not generally that kidney pain which is a familiar 
symptom of calculus. In such cases the pain is the pain of the 
pelvis of the kidney. You have in "the region of the small ribs 
posteriorly a boring, or a nail-like pain. Patients with aching 
kidney generally point to the hypochondriac region, not to 
the back, as they often do in cases of calculus in the kidney. 

This renal pain is firequently accompanied by pain in 
the corresponding lower limb, •referred most frequently to 
the course of the sciatic nerve, sometimes to the course of 
the anterior cruraL The pain is often accompanied (and 
you will find this to prevail throughout all the subjects of 
this lecture) by irritability — I do not say disease — of the 
bladder ; and it is frequently accompanied by pain in the 
course of the ureter corresponding to the kidney affected. 

The renal pain is not rarely present only during the 
monthly periods : and when it is present only during the 
monthly periods it may be classed with that disease, which 
is very ill-defined, called dysmenorrhoea. It should never 
be placed there, unless you wish to use the word 
dysmenorrhoea in a very wide sense. If we use the word 
as including aching kidney, we might as well use it as 
including headache — a use which would be in accordance 
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with what is extensively done by writers. This renal 
disease often eludes the examination of the physician^ 
because it occurs, in many cases, oAly during the monthly 
periods. In all cases it is then aggravated. I do not think 
I have ever seen a case in which the patient did not 
volunteer the statement that the pain was worse at the 
monthly time. 

Now, you naturally ask. What has the kidney to do vrith 
the menstrual function ? And upon this interesting subject 
I shall make a few remarks before I go further. Embryo- 
logically, the urinary and the genital organs are closely 
connected. That you all know, and I have not time now 
to enter upon the embryology of the subject. As the 
genito-urinary organs become developed they get separated 
from one another, and their close connection does not strike 
the student of adult human anatomy, forgetting the anatomy 
of the embryo. But in the adult you occasionally find the 
proximity of the organs maintained. The kidneys are 
sometimes found in the pelvis, and cases are recorded where 
kidneys in the pelvis, maintaining their proximity to the 
genital organs, have been the cause of diflSculty in labour. 
Now, not only have these two organs an embryological or 
developmental connection, but they have an intimate con- 
nection in pathology. Of that connection the disease I am 
now speaking of is an example; and I shall give you 
another example, merely mentioning it. A woman, after 
abortion or delivery at the full time, has an attack of 
parametritis. This parametritis extends ; and a favourite 
extension, as everybody knows, is along the cellular tissue 
in front of the psoas muscle and up to the suet. Cases 
have been very carefully observed where there could be no 
doubt that an abscess of the suet was the result of inflam- 
mation of the womb — following an operation — following an 
abortion — ^following delivery at the full time. This is 
another pathological connection between these parts, and I 
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might give you more; for analogous inflammations are 
observed in the virgin. It is worth while to add that I 
have not distinctly traced the reverse morbid influence^ or 
renal affections producing pain or disorder of the genital 
organs. 

It is not usual to find both kidneys aching^ and I guess — 
I can use no stronger word — that the left kidney is more 
frequently the seat of disease than the right one. You 
are not left in your diagnosis in all cases merely to identi- 
fication of the seat of the pain^ although that may be 
sufficient. Frequently in the region of the pain you can 
find distinct fulness ; that is a very important physical con- 
dition^ that I have not time to explain to you. It can 
scarcely be made out in a fat woman ; but in many cases 
this condition of fulness over the affected kidney is easily 
recognised. In addition^ swelling of the kidney or of the 
suet, or of both, is not rarely to be made out. The 
physical examination of the kidney is too much neglected. 
It is not in floating kidney only that you can feel the 
organ. In many women who are not nervous, yielding 
themselves freely to examination, and who are not fat, you 
can feel the kidney with distinctness ; and in cases of this 
kind you can frequently make out, as I have said, that 
there is a swelling of the kidney or of the suet, or of 
both. There is also generally tenderness, sometimes great 
tenderness. 

Now you can scarcely mistake this disease, in a good 
example, for any other. The diseases with which you are 
liable to confound it are pyelitis and calculus; and the 
diagnosis is to be made out mostly on the following 
grounds : — In pyelitis and in calculus the pain is more 
incessant ; and in pyelitis the disease may go on acutely 
with fever. Both these characters may be absent — and, 
indeed, are generally absent — in the case of aching kidney. 
In pyelitis and in calculus you generally have pus in the 
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urine in greater or less quantity; it may be very little. 
In calculus you generally have^ in the history of the woman, 
blood in the urine ; and this is generally connected with 
some violence in the way of exercise, such as riding in a 
rough cab, or having a fall. In the case also of aching 
kidney, exercise frequently aggravates the disease. You 
can easily understand that a woman taking rough exercise, 
as in an ill-built cab, will feel an aching, tender, kidney 
irritated by the exercise. But this is not a very well- 
marked symptom. Most women who have aching kidney 
do not complain of exercise, although some do. Aching 
kidney is a disease of much less gravity, and more amenable 
to treatment than pyelitis or calculus. 

The treatment is to be conducted on the general 
principles of the therapeutics of neuralgia or slight hyper- 
semia ; and these two conditions are not so very remote 
&om one another as may at first sight appear. A neuralgia 
sounds as if it were something quite different fix)m a 
hypenemic condition ; but that has to be proved. The 
remedies I have found of most service in simple cases of 
this kind are tonic regimen and tonic medicines, especially 
iron in the form of the tincture of the perchloride, combined 
with mild diuretics in small quantity, and especially the 
common sweet spirits of nitre. 

Before I leave this subject I have to make a statement 
about the importance of this disease — a statement that 
gives it a greater importance in exceptional cases than it has 
in the general run. At present I have three cases under 
my care where aching kidney was easily diagnosed. In 
one of them there are occasional appearances in the urine 
of a small quantity of albumen. These occasional appear- 
ances of albumen are discovered by being looked for ; and 
the looking for is stimulated by the occurrence of general 
ill-defined illness, or bad headache^ or something of that 

kind, which leads you to inquire into the condition of the 
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urine in a woman who has aching kidney. In a few cases 
of aching kidney of this kind I have detected the repeated 
occurrence of albumen in the urine. It occurs in generally 
small quantity^ but quite distinctly^ and it occurs either 
without any casts, or with few. I have under my care at 
present a sufferer from aching kidney who recently became 
pregnant^ who went on in pregnancy for four months^ and 
then albumen appeared in her urine in small quantity. It 
appeared without-any aching in the kidney^ and it was not 
in the form or under the circumstances in which it causes 
very great alarm. It was a repetition of what had occurred 
long before her pregnancy, while her kidney ached severely. 
The albumen disappeared from the urine entirely in about 
ten days. She was then supposed, and supposed herself, 
to be doing remarkably well, when a miscarriage occurred. 
Just as the albumen had distinct connection with the aching 
kidney, so had the miscarriage. The miscarriage was caused, 
no doubt, by the death of the foetus ; the death of the foetus 
was caused by disease of the placenta; the disease of the 
placenta was connected with a morbid or watery condition 
of the blood, which was probably present in this delicate 
woman in an exaggerated state. The disease of the pla- 
centa showed itself by the production of extensive yellow 
patches. These yellow patches are decolorised cotyledons, 
which have been thrombosed previously and rendered 
useless to the foetus. The cotyledons of this woman's 
placenta became thrombosed one after another, until the 
placenta was reduced in useful area to such an extent as 
to load to the death of the foetus ; and this thrombosis of 
the placenta had, no doubt, an intimate connection with 
the morbid condition of the kidney that I have been men- 
tioning. 

This condition of the kidney, with persistent or inter- 
mittent albuminuria, occurring in pregnant women is not a 
very rare condition, and you are to distinguish it from the 
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acute nephritis of pregnant and lying-in women, which is 
so frequently, or almost invariably, part of the great 
disease called puerperal eclampsia. I am not asserting that 
this disease does not form a minor degree of the same 
disease. I make no assertion about that; but to confuse the 
considerable, though often temporary, albuminuria I am now 
describing with the acute nephritis that leads to eclampsia 
would be a great error. In the pregnant woman I have 
been speaking of, the disease was temporary. It no doubt 
partly conduced to the death of the foetus and the mis- 
carriage, but there was no other harm to the woman, nor, 
indeed, the slightest alarm from any cause. 

That is all I have to say upon the subject of aching 
kidney ; and it brings me to the subject of Pyonephrosis. 
The patient whose case is now to be under consideration, so 
far as her kidney was concerned, might be truly said to be 
suffering from aching kidney. But to give such a mere 
nosological name to her disease would be an injurious pro- 
ceeding, not doing justice to our intelligence. For her there 
was nothing but an aching kidney; but we could easily 
make out that the cause of the aching kidney was pyo- 
nephrosis. We do not call it hydronephrosis, because we 
found that the tumour, which I shall immediately describe, 
was full of pus. It did not fluctuate ; but it presented the 
feeling of fluid all over. There could be little doubt that it 
was not hydronephrosis. Hydronephrosis generally presents 
a lobulated solid tumour, with more or less extensive por- 
tions exhibiting fluctuation; and when the tumour is tapped, 
you get out a filthy fluid, often with urinous constituents. 
Before I read the particulars of this case to you, I may 
premise that the patient came into " Martha^^ not for 
nephrosis, not for aching kidney, but for irritable bladder. 

A. S.^ aged nineteen, was in Martha Ward in October, 
1876, with vascular tumour of the urethra. It was removed, 
and she was discharged cured at the end of the month. In 
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March^ 1877^ she was again admitted, with recurrence of 
the growths around the urethra and hymen. They were 
cauterised, and she was discharged relieved in April. In 
May^ 1878, she was again admitted, and this time under my 
care. She states that a few days after leaving the hospital 
her painful symptoms returned, and are now worse than 
ever. She has pain and smarting on micturition, and has 
to pass water about every two hours. Four months ago she 
noticed a lump in her right side. It is gradually enlai^ng. 
Before she discovered the lump she suffered pain in the part 
for two months. It is constant, and, though never very 
severe, has occasional exacerbations. The mammary areola 
is of about the area of a shilling, and the mammilla not 
larger than in a male. In the right flank is a lobulated 
tumour, the chief lobe or nodule of which is just below the 
umbilicus and two inches to the right side. There is a 
feeling of fluid contents ; good resonance below the tumour, 
and a streak of imperfect resonance between it and the liver. 
Impulse can be most distinctly obtained between the renal 
region behind and the front of the tumour. Around the pos- 
terior two-thirds of the orifice of the urethra there is ar- 
ranged, in a moniliform manner, a series of five crimson flat 
ulcers of about the size of coriander seeds. They are slightly 
raised, and have irregular, starred edges. They are super- 
sensitive. The bladder measures five inches from the 
orifice of the urethra to the fundus, and is natural in point 
of sensibility and elasticity. The cervix uteri is very small; 
the probe passes into the cavity two inches and a half. There 
is no hymeneal obstruction. On May 9 the upper and 
right lump was tapped with a fine trocar and aspirator. 
Nothing came out. On May 13 the urine, acid, had a specific 
gravity of 1012; faint cloud of albumen ; slight deposit of 
pus on standing. May 18 : Under chloroform, the most 
prominent part of the tumour was tapped with the aspirator 
trocar, and three or four ounces of extremely thick, viscid. 
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purulent fluid drawn off, somewhat like putty. No pain or 
tenderness followed the operation, and she was discharged 
on June 27. 

I have no idea what is the cause in this young woman of 
the obstruction of the ureter. Her disease consists in dila- 
tation of the pelvis of the kidney, of its tributaries, and of 
the kidney itself, by pus. The nature of the pus extracted, 
and the general condition of the patient, suggest that the 
disease is at present obsolete, if not retrograde. That is a 
very important point, indicating the advice we gave. Cases 
of this kind are very serious, being very dangerous ; and I 
have little doubt that sooner or later this young woman will 
have to call again for advice, for the disease she has is 
generally fatal. It is treated by one or other of three pro- 
ceedings. One is to let it alone — which is a very painful 
resolution for all parties ; the practitioner standing aside in 
impotence for substantial relief. Another proceeding, which 
has proved extremely dangerous, is to open the tumour and 
let the contents run out ; and this is done in a variety of 
ways. The proceeding which we contemplated in this case 
was of a different kind — the excision of the kidney bodily; 
but we not only did not press this operation on the woman, 
we recommended her to go away without it. The operation is 
an extremely dangerous one, and the case at the time was 
not urgent. As I have said, however, the case will some 
time or other in this woman^s life prove urgent if it behaves 
as other cases of the kind do, and the question of operative 
interference will come again to be considered. 

That is all I have to say about the pyonephrosis part of 
this case, but the case introduces us to very important 
practical questions. You will observe that this patient 
came into '^ Martha^^ complaining of irritable bladder. It was 
for her a secondary matter that she had a lump in the side 
which ached : it was for irritable bladder that she had been 
in the hospital twice previously, and now for the third time 
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—for tlir first time under mjr care. Hftring reaolred not to 
inivrtvrv. with her Icidncy, it was oar daty to consider irhit 
wn (»iiil(l do for her maia suffering, her irritable Uadder. 
Ill ord(*r to donidc what was to be done for her irritabk 
hladdi^r, wr liad l)oforo us one of the most difficult questions 
in prfu'ti(7(i — Wli(*rc is the disease ? This irritable bladder, 
wiin it thiJ rotisequotico of the pyonephrosis? — was it the con- 
ii(«(|urticr of thn condition of the orifice of the urethra that 
I hfivr filrciidy dc^scrilMsd ? — was it the result of disease of 
i\w hhiddrr itself? lI]>ou the decision depends the line of 
Irriitinnit. In thin case we excluded disease of the bladder 
hy rxnmimuii it, and finding (as you observe is recorded in 
llm hiHtory of thr case) that the bladder was natural, not 
(ondor, und rluNtic!. A woman suffering from a slight d^;ree 
of ryMtitin woidd have her bladder somewhat contracted, 
rx(|inNil.(*ly trndrr to the touch of the sounds and hard or 
itiohiKilir. VVr hud no hesitation in concluding that it was 
not the bhuhh'r that wuh in fault. We had next to 
ronniih^r whc^thor it was the kidney or not. That the 
kidnny wan thn (Miuno of the irritable bladder in this case 
wn« nMuU^rcd very improbable by the fact that the irritable 
bhuhh'r had exiNted before the disease of the kidney ex- 
Uted, and had not been aggravated by the increase of the 
dineuMe in the kidney. Lastly, we had no hesitation in 
roni^tndin^ that the irritable bladder was the result of the 
diMeiiNO of the (external genital organs, affecting in her at 
one time the urethra, at another the urethra and parts 
t^xteriial to the hymen; and, when she came to us, affecting 
the nrethni in the peculiar way I have mentioned. Were 
thJN wonnin nnvrricd she would infallibly suffer from dys- 
purennia, producing vaginismus. The peculiar disease, of 
which thift is an excellent example, is like lupus in its history, 
HMjurring after it is healed or extirpated. Here we have it, 
'»<>t producing dyHparcunia and vaginismus, because the 
^otnan is not married, but producing irritability of the 
bladder, one of its most common consequences. 
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Notice the interesting circumstance that the disease at 
first presented itself as a caruncle of the urethra. The 
nature of that caruncle^ or the fact that it was not a 
common caruncle at all, but a slight kind of lupus, is shown 
by the history of it : the presence now of little ulcers 
about the urethra, the absence of caruncular swelling, the 
presence of little ulcers around the hymen; contrasted with a 
mere caruncular swelling when she first came to the hospital. 

We settle the question as to the cause of the irritable 
bladder by a study of the time and the order of appearance 
of the various phenomena which we use to help us in 
forming a judgment, by the characters of the phenomena, 
and by their severity. Using these methods of judgment 
will not enable you to solve the question in many cases. 
In this case it does enable us to solve the question. Long 
essays have been written by eminent men — especially by 
surgeons studying diseases of the bladder in the male — 
upon this very point, whether this irritable bladder arises 
from disease of the bladder, or of the urethra, or of the 
kidney ; and, having read them, I must tell you I consider 
that nothing could be more unsatisfactory. We get further 
in the case of women than it is possible to do in the case 
of men in settling this very important practical question ; 
and you will observe it depends upon this settlement how 
you are to direct treatment. Your treatment will be in 
wrong lines unless you form a good judgment on this point. 
Now, here is a case of this disease not producing dyspareunia 
and vaginismus, but producing irritable bladder. In the 
lower animals irritation of the orifice of the urethra pro- 
duces contraction of the bladder. Here is an example ; 
and no doubt can remain upon the subject, for when this 
woman was cured of the irritation of the orifice of the 
urethra she was cured of irritability of the bladder; and 
when the disease causing the irritation of the orifice of 
the urethra came back, the irritability of bladder came 
back. 



I06 STRICTURE OF URETHRA. 

To conclude this case, I must tell you thmt we 
nothing by operation. The patient had been thamo^kij, 
even heroically, treated twice; yet the diaeaae came Imik, 
and we did not feel disposed to begin again. If ahe retnnia 
we may reconsider that, and give her another duunce of 
getting rid of these irritable ulcers, this lupoid disease about 
her vulva. 

Lastly, I come to a case of Stricture of the Uretbia; 
and I am fortunate in having it to relate^ because, if I 
were to make a case to illustrate what I have been saying, 
I could not get a better one. A woman came to us 
suffering from irritable bladder. She had to make her 
water frequently, sometimes every few minutes. It was 
not a case of hours, but of minutes, and she could not get 
good sleep. On examining this woman we found that 
there was no orifice of the urethra in the natural situation. 
She had no history of syphilis, of operation, or of injury; 
yet there was no orifice in the situation of the urethra. A 
little to the right side of the natural position of this orifice 
was a very slight redness. A little surgical probe pressed 
against this redness entered the bladder. The orifice of 
the urethra, then, was strictured. On examining the 
woman's bladder we found it not expanded. It was a large 
bladder, but not larger than you frequently see in healthy 
women ; but we found the urethra expanded. The bladder- 
cavity did not begin at the internal orifice of the urethra, 
but its expansion began at the external orifice. There was 
no urethral canal. The bladder was not inflamed in any 
degree; it was soft, not tender, and large, though not 
unnaturally large. Now, here is a very plain case. A 
little operation was performed with a bistoury, enlarging 
the external orifice of the urethra, so that bougies, number 
15, 16, and then 18, were passed into the bladder. Within 
two days the canal of the urethra had re-formed itself; and 
from the moment of the operation the woman was cured. 
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She slept that nighty she had no irritability of the bladder 
at all^ and made no complaint. She remains cured. Much 
might be said upon this case, as illustrating very im- 
portant subjects both in uterine and in vesical pathology. 
To-day I have only time to show you how important it is 
as indicating that disease at the orifice of the urethra may 
produce irritable bladder. It confirms in a very remarkable 
manner — as remarkable as if we had made an experiment 
for the purpose — the statement I have made, that an 
irritable bladder may be due to a disease afiecting the 
external orifice of the urethra or its neighbourhood. 
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ON IRRITABLE BLADDER. 

The subject of this lecture is Irritable Bladder. Upon this 
subject, in a former lecture — that upon Aching Kidney — 
I made some remarks which I shall not repeat now. 
They related to an important part of the matter, and 
referred chiefly to the importance, in the diagnosis of cases 
of merely irritable bladder, of taking notice of the order in 
time of the appearance of the phenomena of the disease, 
and of the severity of the diflFerent symptoms. 

" Initable bladder^^ is rather an ill-chosen name, because 
every bladder is irritable; every bladder has a peculiar 
faculty of sympathising with diseases in neighbouring 
organs, and, indeed, in some remote organs ; the influence 
of sympathy is observed even in the case of emotions. But 
every bladder is not in the state of disease called irritable 
bladder — a condition in which the bladder is not only 
irritable but irritated, and that generally not by disease 
referable to itself. An irritated bladder may be so merely 
by sympathy, or reflex influence ; and I shall give you cases 
where there is no other possible explanation of the irrita- 
tion of the bladder than that founded on sympathy or 
reflex influence. But some irritated bladders exhibit a 
certain amount of catarrh, that is, of superficial inflamma- 
tion; and this catarrh may be truly called a secondary 
disease, not a disease of the bladder primarily — a disease, 
therefore, to be studied in connection with the cases of 
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merely irritated bladder to which I am chiefly directing 
your attention. You know well that inflammation may be 
excited by sympathy. That is well illustrated in some cases 
of inflammation of the eyes, disease in one eye inducing 
disease in the other ; and that kind of induced disease has 
much the same history, much the same characters altogether, 
as the characters of the simply irritated bladder that I am 
going to describe. 

Some cases of irritated bladder are no doubt explained 
by the irritation being conveyed, not through contiguity, 
not through any nervous connection, but through the passage 
of morbid products from one organ to another. For 
instance, there is no doubt that in children irritation of 
the bladder is frequently a sign of gravel. That is a well- 
known cause of violent pain in children, accompanied by 
intense irritation of the bladder, and it is frequently ex- 
plained by the passage of the cayenne-pepper-like grains of 
uric acid through the bladder and the urethra. In adults 
the same irritating character is justly ascribed to other 
kinds of gravelly urine or phosphatic urine. But I am 
inclined to think that urine not decomposing, yet con- 
taining ordinary morbid elements in solution, will not 
irritate the bladder. It is, in general, only when you have 
the urine decomposed or carrying with it solid matters that 
you have a bladder thus irritated. 

The importance of this subject has been fully recognised. 
No diseases are more urgent than diseases of the bladder, 
on account of the great suffering and inconvenience which 
they cause. K you do not diagnose properly a disease of 
the bladder, if you mistake a merely irritated bladder for 

a more real disease of the bladder, your whole treatment 

« 

will be misdirected, and you will be, so far as your ignorance 
is blameable, a bad adviser to your patient. 

A bladder may be sympathetically irritated by diseases 
of the kidneys, of the ureters, of the urethra, of the 
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external organs of generation^ of the pelvic oi^ans ; and it 
is impossible to exclude some conditions of the bladder 
itself as a source of mere irritation. 

Now, what are the indications of mere irritation of the 
bladder ? To the patient the great indication is the fre- 
quency of urination. This is often accompanied by pain in 
urination, or strangury. But frequency of urination is not 
of itself a proof that a woman has irritable bladder. For 
example, a hysterical woman, when she is under the in- 
fluence of that condition, urinates frequently because her. 
bladder is frequently and rapidly filled. And it is not an 
uncommon thing for diabetes to be mistaken, for a time at 
least, for irritable bladder. I have seen this repeatedly 
happen in consequence of insufficient attention to the cir- 
cumstance that frequent urination is not of itself a sign 
that a woman has an irritable bladder. You must take 
into account the quantity of urine; and in the case of 
hysterical and diabetic women, if the quantity were taken 
into account, the error would quickly disappear, the explana- 
tion of the supposed irritability being at once given. On 
the other hand — and this is a still more important remark — 
the passage, frequently, of a small quantity of urine is not 
of itself a proof that a woman has an irritated bladder; 
especially it is not a proof that she has a bladder which 
resents moderate repletion. When a woman passes a fimall 
quantity of water frequently, regularly, you may be pretty 
sure either that her bladder is small and contracted, or 
that she has an irritated bladder — ^that is, one which resents 
too soon an ordinary amount of repletion. But you have 
no proof, in the fact that a woman frequently passes a 
small quantity of urine, that her bladder is not enormously 
capacious. Some of the commonest errors in obstetrics 
arise from neglecting this. For instance, a woman with 
retroversion of the gravid uterus not rarely complains of 
irritable bladder — ^that is, of frequency of urination and 
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painful urination — and yet her bladder may all the time 
contain a very large quantity of water, only a part of which 
does she pass. The same thing is true of other conditions 
of the bladder, apart entirely from pregnancy — conditions 
of irritated bladder from permanent over-distension or too 
great size. 

In a case of simply irritated bladder, of the kind easiest 
understood, you have healthy urine. But studying a case 
of irritable bladder, you are frequently called upon to pay 
attention to the condition of the urine, to its contents, 
such as mucus. Urine containing a large quantity of 
mucus is, at least at first sight, supposed to be urine from 
a bladder which is not only irritated, but in a state of 
catarrh; and this suspicion is increased by the circum- 
stance, if it is present, of the mucus being mixed with pus. 
Still further is the fear increased if the urine contains 
blood ; and still frurther if the urine is alkaline. Now, all 
these circumstances — a large amount of mucus, some pus, 
some blood, and an alkaline condition of the urine — lead 
you to suspect or believe that the bladder is not merely 
irritated, but also diseased, and that not secondarily merely. 
You have to consider whether the bladder may not be 
sympathetically inflamed in a slight degree ; and, secondly, 
whether these products discovered in the urine may not be 
derived from other sources than the bladder. Mucus is 
seldom derived in large quantities fix)m the ureters and 
pelves of the kidneys, so that a large quantity of it is more 
distinctive ; but it is impossible to say where the limit lies 
between the amount of mucus that may be secreted from 
the pelves and ureters of the kidneys, and that which is 
distinctive of vesical catarrh. Lastly, in order to complete 
a diagnosis of a case of irritated bladder, you examine the 
bladder itself. I think this is the most important part of 
the means to be employed, and I shall make special 
reference to it at the close of the lecture. 



112 ON IRRITABLE BLADDER. 

I propose now to give you some examples of this disease^ 
most of which have occurred in Martha Ward during the 
last few weeks. I begin with a case which is extremely 
clear. A young woman^ a long time under treatment 
elsewhere for menstrual disorder^ consulted me, and the 
only thing I could find wrong about her was an aching 
left kidney. She had no doubt had menstrual disorder^ 
but I could find by physical examination nothing to account 
for it. When I saw her first, her urine was quite healthy. 
Some months afterwards she returned to me, and then her 
complaint was of irritated bladder, and she gave the best 
description of her symptoms by saying that she had to get 
up several times during the night in order to make water. 
The examination of her bladder revealed a perfectly healthy 
condition. The urine was limpid, without deposit, of a 
natural specific gravity, and healthy in every respect. But 
on more careful examination it was found that her aching 
left kidney was worse than it had ever been, and that her 
urine contained albumen in considerable quantity. Here, 
then, you have a case about which there could be no 
hesitation. There was nothing in it to account for the 
most prominent symptom, the chief complaint of the patient, 
but the condition of the kidney. In my lecture on Aching 
Kidney I gave you another example of the same kind. 

I now come to a case of greater difficulty. E. M., aged 
thirty-two, not married, was admitted into Martha Ward on 
account of supposed disease of the bladder. Urine acid, 
1012, containing a small quantity of mucus and still less of 
pus. Complains of having to pass water every half-hour, 
and the process is accompanied by pain which she feels 
greatly in the private parts ; she also complains of pain in 
the loins, and down the inside of the thighs. She was 
ordered a saline laxative, to keep her bed, and to have 
three times daily an ounce of decoction of Pareira, half a 
drachm of tincture of hyoscyamus, and twenty minims of 
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sweet spirits of nitre. Under this treatment her symptoms 
were in a few days greatly diminished without any improve- 
ment of the nrine — indeed, close observation discovered it 
frequently tinged with blood, and always containing albu- 
men, pus, and mucus. The bladder was now examined 
physically, and no disease whatever was detected in it. 
The patient^s chief or only suflFerings latterly were ?rom pain 
in the region of the kidneys. A consultation with Dr. Gee 
resulted in the opinion that the disease was not in the 
bladder, but in the kidneys or their pelves. Of the truth 
of this result I can have no doubt. You see that the 
treatment removed the woman's bladder symptoms, but left 
her renal symptoms. The quantity of mucus and pus was 
small — ^not what you would expect in a case of disease of 
the bladder; and the end of the case, after successful 
treatment of the vesical symptoms, being persistence of the 
renal symptoms, we had no doubt that we had an example 
of a bladder irritated by sympathy with disease of both 
kidneys or their pelves. 

I now come to examples traceable to the external organs, 
and I recall to your minds the case of stricture at the 
external orifice of the urethra, where the complaint was 
frequency of urination, where there was no disease in the 
bladder discoverable on physical examination, and where 
on removal of the stricture of the orifice of the urethra, a 
cure was instantaneously efifected. I will give you another 
example where the disease arose from caruncle of the 
urethra — caruncle of an irritable kind. 

S. S., aged fifty, has been married thirty years. Cata- 
menia ceased a year ago after previous regularity. Com- 
plains of forcing pain in private parts, and of frequent 
micturition when she is not in bed. TJrine acid, specific 
gravity 1020, no albumen, some phosphates. Attached to 
the posterior lip of the urethral orifice by a large pedicle is 
a small red caruncle of the size of half of & small split-pea. 
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It is extremely tender. It was removed, under ehlorofomi, 
by scissors. Next day haemorrhage to the extent of some 
ounces was cliccked by ligature of a small vessel in the 
wound. She remained in " Martha'' twelve days after the 
operation, and had no complaint whatever after the caruncle 
was removed. 

This, again, is an example, as clear as possible, of irritated 
bladder cured by the removal of its cause, the cause not 
residing in the bladder, but in the external parts. In a 
former lecture I recorded a case where we had slight dif- 
ficulty in diagnosing a case of irritated bladder while the 
woman had pyonephrosis, which of itself was enough to 
account for it ; but she also had disease at the orifice of the 
urethra. Now, in that case you will remember we made 
out that it was the disease at the orifice of the urethra that 
was the cause of the woman's great and chief sufiPerings — 
namely, from irritability of bladder. When the disease of 
the urethra was removed, she had no irritation of bladder, 
although the pyonephrosis existed. When the disease of 
the urethra returned, she was unaware of its return, but 
her irritability of bladder returned, and that was her great 
complaint. 

I might give you more examples of disease of the ex« 
ternal genital organs causing irritated bladder ; but I go on 
to say a few words as to the most difficult part of the 
subject. I refer to cases where the cause of the irritability 
of the bladder is in the pelvic cavity or in the bladder itself. 
It is well known that the bladder sympathises with all 
sorts of diseases in the pelvis, and its sympathy is evidenced 
by irritation. In the case of inflammatory diseases, and 
in the case of some non-inflammatory diseases, we refer the 
irritation to congestion of the bladder, or inflammation in 
a slight degree communicated to it firom neighbouring in- 
flammations. It is a very frequent thing to read of irrita- 
tion of the bladder in these circumstances accounted for by 



ON IRRITABLE BLADDER. II5 

pressure or by distortion — that is, change of shape and 

position. In regard to this, which is a very important 

matter in connection with the study of flexions or other 

minor displacements of the uterus, my mind is not quite 

made up, but I am strongly of opinion that no change of 

position, no distortion, no pressure of an ordinary kind, 

causes irritation of the bladder. You will find the bladder 

without a trace of irritation, yet having every possible 

shape and every kind of displacement ; and I see no sufB- 

cieot reason for referring (as is often done) irritation of the 

bladder to its change of shape, or pressure upon it^ or 

displacement of it. 

Cases where the bladder sympathises with disease in its 

neighbourhood are well known to all ; but there is a class 

of cases where the irritation seems to be in the organ itself 

These cases are characterised by the too great size of the 

organ. This can sometimes be traced to a distinct cause. 

Sometimes it is not to be accounted for. In cases of this 

kind the patient occasionally has, in addition to irritation 

of the bladder, incontinence of urine — that is to say, the 

incontinence comes on at times, and irritation at other 

times. When these cases are watched it is frequently 

observed that the woman can retain her water for a very 

long time, and sometimes it is found that there is air in the 

bladder. This air gets admission sometimes through the 

catheter, but I have seen it in such cases present where this 

explanation was not tenable, the air having got in through 

the urethra directly. When air gets into the bladder you 

can easily understand that you are very liable to have the 

urine decomposing, especially as it may be long retained ; 

and this aggravates the case very much. The simplest case 

of this kind that I remember to mention is one of a young 

woman who was brought to me several years ago, in whom the 

obstacle to marriage was that she was in the habit of wetting 

her bed at night, and that during the day she had frequently 

I 2 
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to make water. The disease was distinctly traceable to her 
mother's bad habit of punishing the girl when she was a 
child; for wetting her bed^ and to over-distension of the 
bladder beginning then. The bladder was enormous. A 
vesical sound could be passed into it — I forget the number of 
inches — but it could be felt at the umbilicus. There was 
no other disease present. The urine was healthy, and the 
case was cured by keeping the bladder empty. In order to 
keep it empty the bladder required more than to be eva- 
cuated by passing a catheter. A bladder may remain well 
filled while the urine has free exit through a catheter. In 
such a case, in order to insure that the evacuation is com- 
plete, you have to squeeze it out through the catheter; as 
the sportsman does with rabbits he has shot. 

That is a simple case, and I have seen more than one 
of that kind, such as one that came under our notice in 
"Martha'' not many days ago. She was an out-patient, so that 
I cannot tell what effect upon her the treatment by regularly 
emptying the bladder has had. Her case was evidently one 
of this kind. I will read part of it as given in the letter 
which was sent along with her : — " Many years ago she was 
a patient of Dr. T., when she had uterine displacement 
with bladder symptoms. Five years ago she had an accident, 
and since that time the bladder symptoms have been worse. 
She complains of pain in the region of the bladder. At one 
time she cannot hold the urine, at another she cannot pass 
it, and at another she has to pass it very frequently. There 
is nothing abnormal in the urine, but occasionally it is alka- 
line." This woman was found to have a bladder of greatly 
exaggerated capacity, but otherwise healthy. 

In these cases the bladder is sometimes not only large in 
capacity, but hypertrophied. Many are of extreme diflSculty, 
and I pass on to another important point. 

Irritation sometimes does not occur when you would most 
expect it, when even the bladder itself is diseased. Of this I 
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shall give you several examples. You remember a case of 
pyonephrosis to which I have already referred. That pyo- 
nephrosis did not bring on irritability in the woman^s bladder. 
In a case lately in " Martha/* a urethral cyst did not bring 
on irritable bladder, but the treatment for the urethral cyst 
brought it on severely for a time. 

Mrs. A. D., aged thirty-one, two years married, no chil- 
dren, came into the hospital complaining of dysmenorrhoea, 
which has been gradually getting worse since marriage. She 
has a retroverted, bulky uterus, and a tender, inflamed left 
ovary. A tumour of the size of a boy's marble lies in the 
vagina, connected with the middle of the urethra by a 
large pedicle. It is cystic. There is no complaint of 
irritated bladder, nor is there frequent micturition. The 
cyst was opened by bistoury and evacuated of its viscid, 
glairy contents. Next day she complained of diflSculty of 
micturition. Four days afterwards the cyst was reclosed. 
It was re-opened freely and cauterised with nitrate of silver. 
This increased greatly the irritability of the bladder for a 
time, but it soon disappeared ; and when she was discharged 
she had no complaint of her bladder. 

I may mention a still more extraordinary case illustrating 
the absence of irritability. A woman died, under my care — 
perimetric abscess and tubercular peritonitis. The peri- 
metric abscess was a consequence of parturition, and it 
burst into the ileum. Simultaneously with the diminution 
of the abscess the urine became bloody, and carried with it 
a large amount of pus. I never doubted that the abscess 
had burst through the bladder. Pus was never observed in 
the stools. A post-mortem examination was made, and there 
was found no communication between the bladder and the 
abscess. The bladder was only slightly contracted, and 
the whole of its nmcous membrane was dark red, in a 
state of the highest degree of catarrhal inflammation, 
secreting pus and also exuding blood. The woman had 
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uo irritability of bladder ; she never complained of that 
organ. 

AtiutluT case is that of a patient under my care^ in hospital, 
with great hematuria. The case was diagnosed as being not 
one of disease of the bladder on account of the physical 
exatuiuutiou revealing a healthy condition^ so far as it could 
be nuule out. This woman died suddenly, and her bladder 
was found to be everywhere dark red ; and on its internal 
surfu(H} there were several nodules of soft cancer. 

These cases show you the extreme diflSculty of this sub- 
ject, but they are so rare that they do not greatly diminish 
the confidence that you can place in the means of diagnosis 
that I have been describing. Before I pass on I shall tell 
you another curious condition in which a bladder ceases to 
be irritable. You know that, in cases of ulceration of the 
bhuidcr, suffering is sometimes so intense that life is 
scarcely worth muiutainiug. I do not know any more dread- 
ful picture of incessant agony thau that of a woman suffer- 
ing from chronic ulceration of the bladder of the kind that 
I am referring to. I remember well a case of this kind, in 
which the woman herself prevented me from opening her 
) aucler to see if making a vesico-vaginal fistula would 
relieve her dreadful sufl'erings. I was not sure that it 
would have relieved her, but I hoped that it might. Years 
afterwards the woman got married. After her marriage a 
great ulcer broke out in her leg, and she went to the surgical 
thlV^ *.^^ liospital and had her leg cut off. When she left 

trJubb^^^*^ ^^^^ ^^^^ ^^ ^^ ^ *^^^ °^® **^*^ ^^^ ^^^ ^^ 

^ >*i her bladder now. Nothing could have astonished 

me more than +1.; 

»v.o. • ^ ^ aiinouncement. She told me also of her 

'Uiarria£r6 T o i i 

Ti^^vo- rv. J ^^^ ^ow she made water. She said she 

never made water qi. 

bladder was a ' • ^^ vesico-vaginal fistula; her 

which the uri^^r ^*^^^**^^^ ^^ ^^^ urinary passage, through 
never made w t^ ^^^^ without being arrested in it. She 

^i she had stillicidium urinse from the 
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urethra ; her bladder was a non-existent organ for her — it 
was extremely small. In that case the examination of the 
bladder was necessary in order to diagnose it. 

I come now, lastly, to describe what I consider by far the 
most important point in the diagnosis of merely irritated 
bladder — viz., the physical examination of the bladder, to 
ascertain its healthy condition or the reverse. This is done 
by the use of a sound. I here show you a common vesical 
sound which I use for the purpose. By this instrument you 
ascertain the size of the bladder, its hardness and its tender- 
ness. I shall take the last condition first. In a healthy 
bladder there is no tenderness. You examine carefully, 
without rudeness, a healthy bladder; the woman is not 
aware of your doing so. Between this and the intensest 
agony you have all variations of painfulness. I know nothing 
more severe than the pain of examination of the bladder 
when it is even slightly inflamed. As a first result of your 
examination, you ascertain the degree of tenderness, or its 
entire absence, by the sound. 

The next thing you do is to ascertain its softness or hard- 
ness. A healthy bladder has a considerable elasticity, so 
that when you touch the fundus you can push the instrument 
one inch, at least, farther into the bladder, and it is pushed 
out again by the elasticity of the organ. When a bladder is 
irritated it may retain this condition — it generally retains it 
when it is merely irritated ; but when it is inflamed in the 
slightest degree it soon becomes hard, and it resists the push 
of the sound. In some rare nervous women examination leads 
to complete temporary contraction of the bladder, so as to 
be completely closed, resisting in this way the introduction of 
the instrument. This is found as a persisting condition in 
cases of the greatest inflammation, as in the acute stage of 
gonorrhoeal cystitis. 

Lastly, you ascertain the size of the bladder. In order to 
do this you need not attach any importance to whether the 
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IMtient has made water recently or not. The Uadder does 
not contract to empty itself. The main use of the cou- 
tractions of the bladder is to announce that it is time to 
empty it, to call the woman to the bedside. If then you pan 
a sound into a healthy bladder to measure it^ yoo must 
measure from the external orifice of the urethra, because yon 
do not know exactly where the internal one is ; and in a 
healthy woman the sound is easily passed about fire inches. 
In a case of chronic cystitis a Tcry common measurement 
is four inches. In a case of acute gonorrhoeal cystitis, 
with strangury, you very likely cannot get the instrument 
into the bladder at all, or, if you do, you will only have a 
measurement of two or two and a half inches. 

To conclude, you can easily see that if a case comes before 
you as cystitis, and you find that the bladder is healthy, that 
it is large enough — not too large — ^that it is not tender, 
and that^it is elastic, you have in these circumstances almost 
certain evidence that the woman's bladder is healthy, and 
that her great symptom, which may naturally give the 
nosological name to the disease, irritable bladder, is a mere 
symptom, and not the essence of the disease. 
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Wb have had in Martha Ward recently several cases of 
vaginismus ; and a case of secondary vaginismus forms the 
text of this lecture. 

What is vaginismus ? It is one of the numerous diseases 
that occur in two forms, either primary or secondary. When 
the disease is primary it is a pure neurosis — that is, we can 
find nothing visible or tangible to account for it. When it 
is secondary it is not a pure neurosis ; it is a neurosis, but 
it is a neurosis for which we can in some degree account. 
This vaginismus is a neurosis of motility, and it consists of 
spasm. It may be called spasm of the vagina, for that is 
the part that is affected or changed. The spasm of vagi- 
nismus is, so far as it affects the voluntary muscles, a tonic 
spasm. The voluntary muscles that it affects are the con- 
strictor vaginse and the anterior part, if not the whole, of 
the levator ani. One result of the spasm of these muscles 
is complete closure of the vagina as a passage. This tonic 
spasm of the voluntary muscles has generally been regarded 
as the whole of the spasmodic part of the disease ; but the 
affection in a bad case is so severe that I am inclined to 
think there may be other spasms, of involuntary muscles, 
concurring to produce the condition of a woman suffering 
from vaginismus, which I shall immediately describe to you. 
In the diseases of women there are many spasms of in- 
voluntary muscle : the most violent spasms producing the 
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torture of extreme dysmenorrhcea being well known. It is 
also known that irritations which produce spasms of in- 
voluntary muscles in certain of the lower animals are 
identical with the irritations which produce the spasms 
that I am referring to — spasms such as I believe occur in 
vaginismus. For instance^ experimental physiology has 
shown that irritation of the clitoris produces contractions of 
the uterine horns; and it is ascertained that irritation of 
the urethral orifice produces contractions of the fundus 
of the bladder. It is therefore surely not going too far to 
suppose that, in the condition of a woman suffering from 
vaginismus, yon have not only spasm of the voluntary 
muscles, the constrictor vaginse and the levator ani, but 
also a painful spasm of the involuntary muscular fibres of 
the uterus proper. 

When a woman is suffering from vaginismus, in a charac- 
teristic bad case, pain i» produced by touching any of the 
external parts of generation near the vaginal orifice. The 
further touching of these parts throws the woman into a 
paroxysm of agony in which the spasms I have described 
occur. If the irritation is continued there results a state 
of opisthotonos. The woman is almost, if not altogether, 
insensible, and her recovery fi'om the condition takes a long 
time ; it may take hours to get over the disorder into which 
she has been plunged by the irritation that produces the 
complicated condition called vaginismus in an extreme case. 
The worst cases are simple uncomplicated cases where the 
disease is, as I have said, a pure neurosis of motility. 

I have seen a case of simple vaginismus, not very severe, 
where the pain and subsequent aching were felt on one side 
only. On examination, digitally, the spasm could be felt 
to affect the left side alone ; and it was pressure on the left 
side that induced this contraction of the anterior portion of 
the left levator ani. 

There are other spasms in these parts which I shall not 
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have occasion to lecture upon here, but which are so closely 
allied that I must mention them. There are a number of 
well-authenticated cases of spasm of the levator ani during 
sexual connection. This is not ordinary vaginismus, but it 
illustrates the subject. It is a painful spasm of the levator 
ani during sexual connection, in some cases producing in- 
carceration of the penis. There are other cases of the same 
spasm (which I shall describe a little further on) induced 
by the process of parturition, and obstructing it. 

I have given you a description of simple vaginismus, and 
you can easily understand from what I have said that^ 
except in extraordinary circumstances, it is not discovered 
until sexual connection is attempted; it is therefore a disease 
which is most frequently discovered on marriage, when 
sexual intercourse is found to be painful and diflScult or im- 
IMJssible. If you consider the importance of this conjugal 
relation you can easily understand that, in a certain im- 
portant sense, there is no more serious disease than this. 
It is a disease which involves no danger to life. The disease, 
if sexual connection is not attempted, is as good as absent ; 
but in the case of married women it is a disease which is 
exceedingly important, apart from any influence it may 
exert upon the general health. 

This condition of the sexual relations is called dyspareunia 
— ^painfril or difficult sexual connection. All cases of vagi- 
nismus are cases of dyspareunia; all cases of dyspareunia 
are not cases of vaginismus. You can easily understand 
that there are many cases of pain and difficulty in sexual 
coitus which are not vaginismus. All cases of vaginismus 
are proved by the dyspareunia ; it is the dyspareunia that 
reveals the condition, or that leads to the investigation 
which discovers the condition.. 

I must say a little more about uncomplicated vaginismus. 
I have already given you a sketch of the disease ; but there 
is a little more known about it, and before I dismiss it I 
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iDUHt tell it to you. Id a case of simple pure vaginismiu 
I am not aware that you can diacoTer anything in the tem- 
perament or condition of the woman in any way to lead 
you to expect its existence. The parts^ when they are 
examined, are found to be in perfect healthy perfectly well 
formed. In order to examine them^ the patient must be 
put under the profoundest influence of an anaesthetic. In 
making the examination you will, in the great majority of 
(rases, discover that the disease is not simple, but aecondarj 
— that is, you will find something that more or less com- 
pletely ar^counts for the disease. It is almost inyariably 
accompanied by a diminution or absence of sexnal desire ; 
indeed, it is frequently accompanied by a negative condition 
of the sexual appetite — sexual repugnance. Simple vagi- 
nismus may come and go. Its coming on appears to be 
connected with the disappearance of sexual appetite, either 
as cause or eficct. Such women, however, may conceive. 
It is a well-known fact that it is not necessary for concep- 
tion either that a woman should have sexual desire, or that 
her vagina should be penetrated. The result of pregnancy 
illustrates the inveterate nature of the disease. One of 
the early cases on record, published more than half a 
century ago, gives an accurate account of the malady. It 
was a case in which the patient conceived, and had a child 
at the full time, and was none the better in consequence of 
parturition. I am myself aware of several cases of this 
kind ; and this physiological or pathological fact has a very 
clear bearing upon the subject of treatment. In a case of 
simple vaginismus there is no cure, nothing of the kind, as 
the result of the birth of a child. Occasionally, in conse- 
quence of the great distension and laceration of the vaginal 
and vulvar orifices, there is a less intensity of the disease; 
but that is all. It has been alleged that a woman suffering 
from this disease is liable to the same spasms of the volun- 
tary muscles during parturition, and there are cases recorded 
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^here the parturition has been so difficult in consequence 
of this spasm as to require craniotomy. This kind of 
spasm occurs during parturition in women who have not 
suffered from vaginismus ; but it is alleged to be a condition 
that is to be expected in cases previously affected by 
vaginismus. I am satisfied^ however^ that there is no good 
ground in actual observations for this expectation. In 
three cases that have come under my own care or notice 
very lately I have seen no such result. Perhaps the modern 
difference produced by the use of chloroform in painful 
labours may account for this absence of spasm during 
parturition under the influence of the annesthetic, whose 
value in painful labour has been known for little more than 
thirty years. 

The case of vaginismus that is the subject of lecture 
to-day is not a case of primary or simple vaginismus ; it is 
a case of a much more common kind^ a case of secondary 
vaginismus. In these generally slighter cases you can, by a 
careful physical examination, discover disease. The disease 
that occurs most frequently in newly-married women is a 
painful red spot at the fourchette, occasionally also a Assure 
there. The red spot is at the anterior margin of the 
perineum ; the fissure may be either in the same place or 
in the fossa navicularis, or in the external or internal 
margin of the hymen. When this redness or fissure is 
touched, the woman can identify it as the source of her 
disease ; she may say, " That is the part,'^ and, on looking 
at it, you find the condition I have described. 

The next most firequent condition observed, especially in 
newly-married women, is vaginitis, either acute or chronic ; 
and this, of course, accounts for the vaginismus without any 
difficulty. There is frequently, however, and especially in 
women who have been some time married, a chronic vaginitis 
which is in many, not in all cases so affected, the cause of 
the disease. Cases of severe, though not acute, vaginitis 
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without Yaginismos are not uncommon, and there is a case 
in"Martha'' now. There are several other more remote 
causes which I shall not mention^ such as the sensitive 
caruncle of the urethra. 

The case I am about to read to you is an example of a 
kind of disease that is very far from uncommon^ and which, 
I am sure^ has escaped notice in many cases held to be 
examples of simple vaginismus^ but which were really 
secondary. The disease is in outward appearance very 
slight^ and requires thorough investigation to discover it. 
It consists in the presence of one or more little ulcerations 
which appear to be healthy. They are generallj situated 
round the orifice of the vagina beyond the hymen. Under 
treatment^ or without treatment, they heal^ and break out 
in other parts. They are frequently accompanied by little 
hypertrophies — ^hypertrophies of bits of the hymen, hyper- 
trophies of the orifice of the urethra. They are intensely 
tender and sensitive ; and^ in order to their examination^ the 
deep influence of an anaesthetic is necessary. What is the 
nature of this disease (which I do not think has been accu- 
rately described) ? I am at a loss to say. Whether it is 
allied to eczema or to lupus I cannot decide. I think it is 
allied to lupus, and the characters that lead me to think so are 
these : first, the situation of the disease ; secondly, the way 
in which it heals up and breaks out again ; and, thirdly, the 
occurrence of these little nodular hypertrophies of the 
hymen, urethra, and other parts. 

You are not to suppose that every woman with this disease 
has vaginismus; the association is not necessary by any 
means. A woman with a slight, or even a severe, degree of 
vaginitis may not have vaginismus. It is only when the 
pain and sensitiveness are extreme, or at least elicit the 
spasms, that the disease produces vaginismus. You will find 
many women with these and other ulcerations — some of 
them certainly lupus, others not — who have no vaginismus 
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at all^ indeed little or no tenderness of the affected parts. 
This is a very important distinction. No doubt it points to 
some important textural difference^ which I cannot tell you 
of because I do not know it. Evidently there is great varia- 
tion in these diseases^ but I know of no difference in the 
general history or in the appearances on examination, except 
the sensitiveness and consequent production of a reflex 
vaginismus. Of this secondary disease the case that I have 
to bring before you is an excellent example. I shall not 
read it till the end of the lecture. 

The last thing I have to enter upon is the important 
matter of treatment. In the simple, pure neurotic cases I 
am bound to say I know of no treatment that is of decided 
use. If the case is a slight one, the dyspareunia may be 
modified by an enlargement or distension of the vaginal 
orifice, but only slightly modified. Such distension can be 
easily effected by the sui^eon. In a severe case any opera- 
tion with this view is followed by no benefit. This is what 
I referred to when I spoke of the evidence in regard to 
treatment derivable firom childbirth. There, surely, you 
have abundant enlargement and laceration, tearing open of 
the orifice of the vagina and vulva ; and in a bad case of 
this kind there is no absence of the disease when sexual 
relations are resumed. In a slight case there may be some 
improvement, and I have known diminution of the pain and 
suffering follow the bearing of a child. There are, however, 
operations which I do not think have been sufficiently tried, 
and which are justifiable, considering the desperate cir- 
cumstances of a woman suffering firom intense vaginismus. 
I think it would be legitimate to try the operation introduced 
long ago into practice — the cutting of the pudic nerve. I 
have seen the operation performed, with no benefit. 

This individual operation was, in important respects, an 
unsatisfactory one, and did not contribute to settling any- 
thing; but I must add that our knowledge of the thera- 
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pcutic results of the divisioii of nerves is not^ in this matter, 
very encouraging ; and it would be no easy matter to remove 
a long portion^ say an inch of the nerve^ to obviate the 
failure of this operation from reunion of the separated ends 
of the nerve-trunk. It has been proposed to remove the 
most sensitive parts; I regard this proceeding, meantime, 
with no favour. Operations of this kind have been fre- 
quently performed, and declared to be successful. At present 
I have no doubt that the observations were misinterpreted. 
It is quite easy to cure many cases of this disease. I have 
no belief in the cutting away of the hymen, or that such 
operations have any influence in a simple, pare neurotic 
vaginismus. In secondary cases you are very hopeful in your 
treatment, and your hopefulness is in proportion to the cura- 
bility of the discovered tangible disease. In the great 
majority of instances occurring immediately or soon after 
marriage, where you have the red spot or the fissure that I 
have described, time alone, with rest of the parts, is all that 
is required for their cure. You temporarily separate the 
parties from one another, and you hear no more about the 
case. In such examples, if the duration of the disease is 
prolonged, childbirth will certainly cure, or almost certainly, 
because in childbirth you have an imitation of a treatment 
(which is undoubtedly of value in these cases) used in the 
case of the analogous disease attacking the anus. Cutting 
through the mucous membrane, or deeper, and expanding the 
anal orifice, cures the irritability and the .fissure of the anus. 
And so also in these parts. Vaginitis, a common cause of 
secondary vaginismus, is generally easily cured. Chronic 
vaginitis is sometimes very difficult to cure. 

The case I have to bring before you presents a good 
picture of one form of the disease, and of a course of treat- 
ment that has utterly failed hitherto. But I do not at all 
despair of this poor young woman being cured of this very 
painful and distressing malady. The case is as follows ; — 
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E. P., aged twenty-one, has been married for two years. 
Is strong and healthy, and has menstruated regularly since 
she was fourteen years of age. Has sexual appetite, but 
dyspareunia amounts now to complete impotence. Has a 
slight yellowish discharge. She was admitted to Martha 
Ward, seeking relief from dyspareunia. 

This condition has, in a case I have known, been made 
the ground of a divorce. You may conceive, therefore, what 
an amount of misery and evil may result to a woman from 
this disease, when it amounts, as in this case, to complete 
impotence. 

On examination there is found ulceration of the lower half 
of the end of the urethra, which is very vascular and projects 
like a caruncle. Around the orifice of the vagina, and 
external to the hymen, are five rounded spots of apparently 
healthy superficial ulceration, of the size of one or two lines 
in diameter. They may be touched without producing loss 
of blood. The hymen is lacerated and its posterior part is 
thickened, inflamed, and projects. The affected parts are 
intensely tender. No evidence of syphilitic or gonorrhoeal 
affection is discoverable. The thickened portion of hymen 
was excised, and the five ulcerations were well cauterised by 
the thermo-cautery. Twenty-seven days afterwards it was 
found that three of the cauterised spots were healed; but 
anteriorly on the right side were two new little ulcers. There 
is now a small tubercle just within the margin of the 
fourchette. The lowest part of the posterior columna 
rugarum has become slightly hypertrophied. There is no 
ulceration of the urethra, which is now healthy. Dyspareunia 
as before. A month after this examination, she, in my 
absence, came under the care of Dr. Godson, who dissected 
off the whole of the hymen, and made an incision through 
the fourchette — a proceeding which has been systematically 
recommended. After another month she declares herself as 
feeling better, but the dyspareunia remains as before. The 

K 
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urethra now presents only slight eamncnlar redness on the 
left side posteriorly. On the right side of the urethral ori- 
fice, and about half an inch distant from it^ is a new speck 
of ulceration. On the right side of the Taginal orifice is 
another ulcer like the former^ but somewhat larger; 
another posteriorly near the fourchette ; and still another 
to its left. 

Although treatment has been in this case successful, the 
success has been of a kind not to boast of, because it has 
always been followed by a reappearance of the disease. The 
woman is at present feeling better than when she came 
originaUy under our care, but she is still suffering from this 
curioiis disability. 

Before concluding, I may tell you that in sereral cases 
of this ulcerative disease I have operated by excising the 
diseased bits, and without success ; that is to say^ the disease 
has reappeared aft^r the parts first affected were removed 
by knife. And what is extraordinary about these cases is 
this, that in other women you will have apparently the 
same disease, even much more, without any vaginismus, even 
without any pain. There are many women who have ulcera- 
tions (of which this case is a good example) who are quite 
unaware that they have any disease at all, who have no 
dyspareunia and no complaint. In a case of this kind which 
I saw lately, operation by the actual cautery was, after a con- 
sultation, resorted to, and with complete cure of the disease, 
so far as the ulceration was concerned ; but the woman has 
now around the orifice of the vagina several tubercles, which 
are red, not painful, and which indicate what I have already 
said is my own impression, that the disease is analogous to 
lupus rather than to eczema or any other disease with which 
I can place it side by side. 
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ON SPASMODIC DYSMENORBHOSA. 

There are many kinds of dysmenorrhoea, some of which 
have little claim to the name. The most characteristic form 
of dysmenorrhoea is that which I have called spasmodic. A 
woman may be said to have dysmenorrhoea if she snflFers 
from headache during the monthly period, or if she has sick- 
ness. In the same way she is said to have ovarian dys- 
menorrhoea if she has pain in one or other ovary during the 
monthly period. But that is not dysmenorrhoea proper. 
There are two chief kinds of dysmenorrhoea — ^the inflam- 
matory and the spasmodic. Spasmodic dysmenorrhoea is 
extensively known by the name of neuralgic ; latterly it has 
been generally described as obstructive or mechanical dys- 
menorrhoea ; these words " obstructive ^' and " mechanical " 
implying a theory of the disease which I shall speak of 
presently, and which I am sure is quite erroneous. This dis- 
ease called neuralgic, obstructive, mechanical, or spasmodic^ 
is a disease of the nature of a neurosis, in which the 
contractions of the uterus cause great pain. 

Contractions of the uterus are much better studied, for 
reasons that are plain, in the lower animals than in women ; 
the contractions, particularly, of the unimpregnated uterus. 
Prom observation of them, and for other reasons, physio- 
logists are agreed that there are contractions more or less 
regularly going on in the unimpregnated uterus of women, 
and especially in menstruation, whether healthy or morbid. 

K 2 
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The disease we are now considering is, in its essence, morbid 
contractions of the uterus occurring in connection with 
menstruation. 

On the subject of these contractions I shall say a 
few words. In some conditions of disease, as in some 
uterine fibroids that are embedded, the contractions are 
easily made out ; in other diseases, such as dysmenorrhoea, 
they are only believed to exist as the result of an argument. 
Some of the phenomena, which are explained generally by 
contraction of the unimpregnated uterus, are not due to 
contractions at all ; they are due to the pressure relations 
of the uterus — a very difficult subject. For instance, if you 
place an intra-uterinc pessary or a tangle tent into the 
uterus, it is generally expelled if a plug is not put into the 
vagina to keep it in its position ; and this expulsion of the 
tent or of the pessary is supposed to be produced by contrac- 
tions of the organ. It is very natural to suppose so, but I am 
sure it is usually not the case. It arises from the condition of 
the woman^s uterus as to positive or negative abdominal 
pressure. You can easily study this subject in any case in 
which you are placing a tent or a stick of zinc-alum into 
the uterus or its cervix. You will find in most uteri the 
tent or the zinc-alum slips out; but it is manifestly not on 
account of contractions. Contractions are not brought on so 
quickly and in a way so exactly in accordance with the re- 
peated pushing in of the tent. Besides, you will find many 
uteri in which the tent or the pessary, instead of coming out, 
has a tendency to go in — an injurious tendency. Cases are 
not very rare in which a metallic pessary, with a button 
upon the lower end of it to keep it in its place, is drawn 
into the uterus altogether — ^button and all. I have seen 
this happen several times ; and considerable difficulty arises 
in removing it, when it has thus got incarcerated in the 
uterus. These facts contribute to showing that the pheno- 
mena we are speaking of are not caused by uterine contrac- 
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ON SPASMODIC DYSMENORRHOSA. 

There are many kinds of dysmenorrhoea, some of which 
have little claim to the name. The most characteristic form 
of dysmenorrhoea is that which I have called spasmodic. A 
woman may be said to have dysmenorrhosa if she suffers 
from headache during the monthly period, or if she has sick- 
ness. In the same way she is said to have ovarian dys- 
menorrhosa if she has pain in one or other ovary during the 
monthly period. But that is not dysmenorrhoea proper. 
There are two chief kinds of dysmenorrhoea — ^the inflam- 
matory and the spasmodic. Spasmodic dysmenorrhoea is 
extensively known by the name of neuralgic ; latterly it has 
been generally described as obstructive or mechanical dys- 
menorrhoea ; these words " obstructive ^* and ^^ mechanical " 
implying a theory of the disease which I shall speak of 
presently, and which I am sure is quite erroneous. This dis- 
ease called neuralgic, obstructive, mechanical, or spasmodic^ 
is a disease of the nature of a neurosis, in which the 
contractions of the uterus cause great pain. 

Contractions of the uterus are much better studied, for 
reasons that are plain, in the lower animals than in women ; 
the contractions, particularly, of the unimpregnated uterus. 
Prom observation of them, and for other reasons, physio- 
logists are agreed that there are contractions more or less 
regularly going on in the unimpregnated uterus of women, 
and especially in menstruation, whether healthy or morbid. 
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Some have sought for an analogy for this disease in 
urethral stricture. I shall mention two analogous diseases. 
The first is after-pains. You will often read in books that 
when a woman has after-pains there is a clot or a retained 
bit of placenta^ or something which the uterus is attempting 
to expel ; and this may be true^ but such after-pains are not 
severe. That is not a disease — that is a healthy condition 
of the womb ; the womb is doing its duty, as it were, and 
such after-pains are not very painful. The real disease of 
after-pains is a disease in which the recently emptied uterus 
goes into the most violent and painful contractions, without 
any discoverable object in view ; and a severe case of this kind 
is a most painful disease, far more painful than the after- 
pains which come to expel a clot or a bit of retained pla- 
centa. Now, these violent after-pains are, I believe, con- 
nected not only with a morbid condition of the muscular 
tissue, but chiefly or primarily with a catarrhal condition of 
the mucous membrane covering the inside of the body of 
the uterus, a condition not without several analogies with 
the healthy menstruating uterus. 

There is another disease not uterine, with which spasmodic 
dysmenorrhoea has an analogy — spasmodic asthma. This is 
a disease affecting muscular fibres, and it is induced, as you 
know, in those who have a tendency to it, by the slightest 
catarrhal affection of the trachea and bronchi ; and it is 
cured under a copious secretion from the mucous membrane; 
just as dysmenorrhoea is generally cured when the menses 
run freely. In healthy menstruation a woman has the 
mucous membrane of the cavity of the uterus in a catarrhal 
condition ; it is not called catarrhal, because it is natural 
and healthy, while catarrh implies something morbid. 

Spasmodic dysmenorrhoea may be combined with the 
exfoliative or membranous form : or rather, menstrual 
membrane may be discharged, the violence of the contrac- 
tions separating and expelling bits that are possibly other- 
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wise quite healthy. Such bits do not present evidence of 
being separated by haemorrhage into the middle of the 
mucous layer^ in adhering laminar clots. 

Spasmodic dysmenorrhoea occurs at any age. It occurs 
in women otherwise most healthy. It is specially liable to 
attack women at the marriageable age ; still more^ women 
who, although married, are sterile. It is very liable also to 
attack women who have had large families — we may call 
them excessive families; although, in such circumstances^ 
the elderly woman makes less to-do about it, and does not 
get for herself the same amount of sympathy as the young 
woman does. There is another set of circumstances in 
which it frequently occurs, namely — when a fibroid is begin- 
ning to grow in the muscular tissue. If you find an elderly 
menstruating woman having persistent dysmenorrhoea, you 
should suspect that there is some growth of this nature going 
on, and you will frequently find it verified in the further his- 
tory of the case. Only a few minutes ago I saw a case of this 
kind, where a woman, nearly forty years of age, began about 
two years ago to have severe dysmenorrhoea. She had seen 
several doctors of eminence, who told her that her disease was 
simple dysmenorrhoea, and I have no doubt they spoke 
truly as far as diagnosis could go. But now, after two years, 
there is a considerable fibroid in the uterus, and thefe can be 
no doubt the dysmenorrhoea was started by the growth of this 
tumour, which at first was too small to be discoverable. 
Intense dysmenorrhoea, with fibroids of considerable size, is 
also far fi*om rare. The disease I am considering is a 
disease that frequently occurs in minor forms, especially 
in connection with unnatural or morbid conditions of the 
uterus, besides those that I have mentioned. For instance, 
recent authors say a great deal about its connection with 
uterine displacement. But dysmenorrhoea produced by this 
cause is slight in degree, and is a symptom of the displace- 
ment, or of some morbid condition complicating the dis- 
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▼11 -1j'a» -nil -j»u£-rt ijii:: ijis: rrBSiezi:rTi.-aea ift meclutnicd 
•jr •.••ji-rjj"--*. Tw7 *ttj uai fi*T'>cr of the passage ob- 
•crii'-.* Ill* rjH'ii:^* -<f ti** t.'j>:#L Xc/iidr^ oonld be mom 
*rrv *rjis» Tntr* ▼» rs-.3ea.tJT cxlfrcuad to the Ofastetricil 
Sv^*?rT -•«* «iKijjc iif & tzcrxa iz. tLe extremest degree of 
trir^^ i*-:." : t;*i tzTV^iT -vVs take» the troable to look 
ft: *l.Lt a^ :' rji w\Z we tl^: zLt fiov of menics along thtt 
f*-if- --r-r** "Willi lit c^rrcfxed only in a degree that 
' rv. -i .T :-ii.* y: beof tiiC ftli^fatest moment — not nearl? 
•o rr.'.:. ob^tnirtcid a» tbe pasage of the blood aloDg 
a ".':x^ ]izL,}j: not ziearlr so much obstructed as the 
{&*«a^e of the water along a bend of tbe rirer Thames. 
Blood cou^d rr^n out throogb that model of an ex- 
rx-ft^ivelT fiexed uterus ju&t about as easily as if it were 
f^trai^rlit. In such ca$es the blood is said to be dammed 
up in the Ixidy of the uterus ; and the uterus is de- 
scribed as thercbT farpertrophied or dilated. I am satis- 
fi(;d that that is bad pathology. When you have dysmenor- 
rhrea Hpasmodica accompanying real mechanical difficulty^ 
then^ as I have already said when speaking of after-pains 
I)roduccd by a clot in the uterus, or a retained bit of 
j)lA<;onta, you have very moderate pain ; you have not a fine 
ft|)c;eimcn of the disease at all — ^the dysmenorrhoea is trifling. 
'I'liiH is exemplified in cases where you have truly mechanical 
(liflicnilty, cases of dysmenorrhoea membranosa, where the 
in(!rnbrHnc has to be expelled through the narrow channel. 
Well, in Hucli cases, everybody knows the pain is slight com- 
pnrrd with that of a characteristically severe case of the dis- 
casn wr iirr discussing. 

DyHnuMiorrhani spasmodica may occur at any time. The 
Wdiunu may have the violent pains of dysmenorrhoea apart 
iMitircly from ovulation or menstruation. In the majority of 
ViXHvn {\\o pains bogin before menstruation begins; in the 
ninjtuity «»f onsos it is most severe just as the menses begin 



ON SPASMODIC DYSMENORRHCEA. 13/ 

to flow ; and in the majority of cases it diminishes as soon 
as the flow is free. It is seldom that a woman has violent 
dysmenorrfaoea after the first two days of menstruation; for 
within the first two days of menstruation the quantity of 
the discharge has reached its highest. This fact^ which is 
subversive of the mechanical theory^ is familiar to women. 
Nothing is more common than for a woman suffering from 
dysmenorrhoea to tell you that she has most pain when she 
has least discharge — that when, for any reason, the menses 
become scanty, the dysmenorrhoea becomes worse and worse ; 
but when the menses become abundant the dysmenorrhosa 
is diminished. 

Dysmenorrhoea not infrequently, even in the severest 
cases, disappears for one or two periods. In one of the 
severest cases I ever saw, a young woman in whom I was 
very reluctant to resort to mechanical treatment, the dises^e 
disappeared during her residence in Ireland for several 
months ; it reappeared as soon as she came home to Eng- 
land. That fact, which I have seen illustrated in many 
other examples, is quite inconsistent with the popular theory 
of mechanical obstruction by stricture. 

Still more about the theory of this disease. I have 
told you that it is a spasmodic disease, not an obstructive 
one, and if our knowledge of it is to be improved, it will 
be from studying, not cases complicated by flexion or tumour 
or inflammation anywhere in the neighbourhood, or in any 
part of the uterus itself, but by studying simple cases. And 
simple cases are abundant ; they are no rarity. Simple 
cases are those where an examination discovers no additional 
morbid condition whatever. These constitute the majority. 
No disease, tangible or visible, can be discovered, and yet the 
woman has this violent disease near and during her monthly 
times. When examination is made with a view to find out 
that the case is a simple one, a uterine probe may be passed 
into the organ. As soon as it advances little more than an 
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inch^ it approaches the seat of the disease^ the body of the 
uterus. In a healthy woman the internal os uteri and 
the whole interior of the body of the uterus are sensitive — 
that is to say^ the touching of them by a probe is disagree- 
able. In a woman suffering from dysmenorrhoea spasmodica^ 
the pain of touching the internal os is intense, and the pain 
is aggravated by passing the probe further on and touching 
the body and fundus ; and in every characteristic case the 
woman at once tells you that that is the pain of her disease. 
The touching of these parts brings on the spasms^ and the 
removal of the instrument may not be followed by arrest- 
ment of the spasms for a few minutes. It is in these 
simplest cases of dysmenorrhoea that the disease must be 
studied in order to discover its true nature and cure. 

I have already said the disease is frequently complicated 
by uterine displacement and by uterine hypertrophy ; but so 
far from these having anything to do with the most charac- 
teristic form of the disease^ the worst cases occur in uteri 
that are ill-developed, uteri that are small. We have had 
an illustration of this in ^^ Martha" lately — a case in which 
our treatment did little good to the woman^s dysmenorrhoea. 
This woman had an ill-developed uterus about two inches 
long, and acutely antiflexed. I must tell you of another 
case which occurred not long ago in Edinburgh, and which 
was seen by many physicians. In her, the dysmenorrhoea 
was of the intensest kind ; but it was without any bloody 
loss at all. I at one time possessed this woman^s uterus, and 
it measured only an inch and a half in length. Her 
sufferings were of the most intense kind ; and, I may tell 
you, the most intense form of dysmenorrhoea constitutes one 
of the most severe and violent diseases that you will ever 
have an opportunity of seeing. The woman is, while it 
lasts, almost insensible, sometimes in a state of convulsion or 
spasm. She is cold, vomiting, and looks as if she were dying. 

To-day I have not read to you any history of cases, because 
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the reading of histories of these cases would not be, as in 
former lectures on other subjects, the filling up of a picture 
to give you a better idea of what we are speaking about. 
To go over all the details of cases of simple dysmenorrhoea 
would add very little to what I have told you. The women 
may be in perfect health, except this. 

Before I pass on, I must say a little more about the 
mechanical theory. In the various cases that have been in 
'* Martha '' within this last year, we have found no stricture, 
no contraction of the passage through the womb, except in 
one case. Especially did we find no contraction when the 
woman was suffering from the pain ; for in order to satisfy 
ourselves as to the nature of the disease in some of the 
cases, we passed a bougie into the womb while the woman 
was in the agonies of dysmenorrhoea, and we found that 
the passage was clear. This subject of a passage for blood 
I have not time to enter upon at length ; it has been care- 
fully discussed in scientific papers. I merely remark that 
the smallest passage described, " pin-point os uteri,^^ as it 
is called, is quite enough to allow a hundred times as much 
blood to pass as there is any occasion for, or as offers to 
pass. Contraction, it is said, may be produced by swelling 
of the passage ; but there is no special swelling of the pas- 
sage, as may be found by examining in the way I have 
just described. Then another method of explaining the 
stricture is the blocking up by mucus or a blood-clot. But 
this kind of mechanical obstruction, even if it exists, does 
not induce severe dysmenorrhoea ; it induces healthy uterine 
contractions not of a very painful kind, fitted to force on 
the clot or the obstructing mucus. In an ordinary woman 
the cervix uteri gives passage to a No. 9 of the male 
bougie series. The bougies I show you here are just like 
the male bougies, only with a different curve. No. 9 
generally passes a virgin^s internal os uteri without any 
difiSculty. This is important for you to know in connection 
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with treatment. In the ax: 

Ui, A No. 7 oTiW ooald be 

cam; of thU kind Toa mast fiad as 

of thr: cervix, in order to know kov ;o 

t/i the cane. 

Now^how do jon treat acaaeof d; 
In the ^rcat majority Toa trust e^tocir zo £rfi£s asd 
rt'u'imcu ; it in onW in serere caiei tlnx T^m «ie iMxtminl 
tn;atnient. Medicines for the treatmeni a£ 1&21 ciieaK aze 
not very efficient. Their great nnmber azMl T^ariesr u a sufB- 
cient prrK/f of itflelf that ther are inefficient. TlioAe vhidi aze 
fiumi valuable are laxatives (especially salines'. dsapliQRtics 
^«mjH;cially hip-baths and gnaiacom). Lastly, tliere is the 
treatment by drowning the pain with narconcs acd anaes- 
lhf:tir:N. A familiar treatment, that mothers use, and oftsi 
\t'ry efficiently, in well known. The young giri suffering in 
thin way ^ctM a hip-))ath, a little strong gin-and-vater hot, 
and m j)ijt to bed. She perspires and goes to sleep, and 
^ctH r>vcr the difficulty. But I cannot pass firom narcotics 
without cautioning you, for social rather than for medical 
rcftHoiiH, m to their use, especially the use of opiates. The 
(liNeaNc iH n chronic one; it is likely to recur every month 
for a (roriNiclcrablc time, and you are in very great danger 
of tca(;hinf^ your patient the opium habit, which is a very 
iiiueh i^rcatcr evil, and, indeed, a greater disease than the 
ol li(;r one you arc curing. It is only in the rarest cases that 
you UNc opium, and recommend it to be used, systematically. 
In the iniinensc majority of cases, even of those that may 
\h) (lailed Hovcrc, if you are a wise practitioner you will say 
to yourHclf, '' Kather the disease than teach my patient 
th(! baneful and almost incurable habit of opium-eating.^^ 
In the course of my life I have known an immense extent 
of (;vil (lone by this prescription of opium for dysmenorrhoea 
— (!vil (lone not only to the patient herself, but to whole 
families : evil of very great degree. 
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Finally comes the meehaiiical treatment^ and this treat- 
ment is very successful. I know no drug that can compare 
with this in its direct utility. I know very few treatments 
that are more decidedly useful than the treatment of dys- 
menorrhoea by mechanical means^ and yet I recommend 
you in the great majority of cases of dysmenorrhoea not to 
resort to it. Dysmenorrhoea is a disease which occurs in 
virgins^ and in them you will be most reluctant to use it. 
In married women who are sterile, you will be, on the other 
hand, easily induced to try the treatment, in the hope that 
you will not only cure the dysmenorrhoea, but also at the 
same time remove the sterility. In regard to the use of this 
treatment in virgins, I must say a few words in order to 
guide you as to when you are to resort to it. No rules that 
I can give you will make up for want of good sense and good 
feeling on your own part, but I shall give you some hints. 
The first is that you should, as a rule, not resort to this 
treatment in an unmarried young woman without the con- 
currence of three parties — firstly, your own approval; 
secondly, that of the mother or guardian of the patient ; 
and, thirdly, that of the patient herself. All of these should 
be quite aware of the circumstances and of what it is pro- 
posed to do. Then I believe you are justified in recom- 
mending it in cases — and they are not rare — ^where the 
woman's whole mode of subsistence is ruined. In one of the 
cases we had in " Martha'* the patient insisted upon our 
doing anything whatever that was at aU likely to relieve 
her, because she could not keep her situation as lady's maid, 
for she was confined to bed for three days every month by 
the disease. That was a sufficient reason in that case ; and 
I can tell you that that girl was cured after a few days' 
treatment in '* Martha," and came back to us to testify 
her gratitude for being able to keep her place, going about 
during her monthly period without letting her mistress 
know that she was ill at all. Then, in other cases^ the 



142 ON .SPX9M«jDIC DT:9MENO&aBCEA. 



general health u ruined ; and this is not verj uncommoiL 
When a woman is laid ap and proBtra&ed by a aerere ^xxatk 
of djjimenorrhcea erery foor weeka her healtk may gradoaDr 
^?e W9LJ, and under such circumstances there can be no 
hf ill tat ion in resorting to the treatmeat. There is another 
net of caae^ where the seTeritr of the pain is suck as to leave 
liO rloubt aA to the propriety of resorting to any means thit 
offer a hope of cure ; and cases <^ thia kind^ although rare, 
are jitill such as you will all meet with in the coarse of yoar 
practice In some cases the aererity is not so nauch in the 
pain SA in accompanying phenomena. Lately, for instance, 
I had no hesitation in recommending mechanical treatment 
in a young unmarried female, not because the pain was 
extreme, but because when the pain came she had attacks 
of 8uicidal mania; and these attacks of suicidal mania were 
Kovcrc when the dysmenorrhoea was seTere, and if the 
(iyfimcnorrhcca was slight they did not come at all. Under 
such circumstances no one would hesitate to recommend the 
mechanical treatment. 

Now, the mechanical treatment is very simple if carried on 
on the oldest of all mechanical plans recommended for the 
treatment of this disease — that by bougies such as I show 
you here. The treatment by bougies I recommend to you 
because it is unaccompanied by danger. The only evil 
result I have ever seen from it is a temporary perimetritis. 
It is a treatment, the innocence of which arises from the 
fact that there is no cutting, and that the instrument is not 
left in the womb above a few minutes at a time. It is 
allowed to remain tiU the pangs of pain which it brings on 
have passed. In order to effect a cure you must go up con- 
siderably above a No. 9. You must go up so as to stretch 
and (liHteud the internal os uteri; and this stretching or 
distension of tlie internal os may require you, in different 
ceases, to reach different sizes. A No. 11 is quite sufficient 
in inuiiy cases ; in others you will go up to a 12 or 13 — 
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rarely above that. These various numbers are not all used 
in one day, but in successive days, or every second or third 
day, and generally the whole is eflfected in a few sittings — 
say, from four to eight. You are not to expect that this 
treatment will cure every case. I can only tell you that 
most of the characteristic cases are, if not cured, at least 
greatly ameliorated. In several cases which have passed 
through " Martha'' we have had failures, and we have had 
an ordinary amount of success. In one of them the success 
was remarkable : a single passage of the bougie through 
the internal os uteri seemed to be enough to dispel the 
woman's disease. 



XHL 

ox HTPATIC DISEASE IN CYX^fiCOLOGT AND 

OBaTETKICS. 

A TiET strSdi:^ case, reoentlj in Dr. Soothey's ward 
'• Faith," aitracu me to tlus subject of lecture. In gyn£- 
cologT, and, indeed, in all departments of medicine, you 
will find a great deal of Tagne talk about the influence 
of the liTer in producing or aggrarating disease. This talk 
increases with the imperfection of the works in which it 
occurs. If Tou look to the best books of gynaecology and on 
diseases of the lirer, you will see the least of this kind of 
remark : and it belongs rather to medical lore than to 
medical science. The best authors are content to leave it 
more to tradition than to write it down solemnly in books. I 
am not disposed at all to deride this kind of medical lore 
neither am I disposed to take up your time with it on the 
present occasion, because I have much more definite infor- 
mation to give you upon a very important subject. 

In women the only speciality I have to call attention to, 
with regard to the anatomical condition of the liver, is that 
it is lower down ; in consequence of the peculiar shape of 
the chest, the liver lies lower in tfie right hypochondriac 
region, or at least produces dulness lower down, than 
in man. In examining the liver in women you have to 
take special care not to be misled by the results of 
tight-lacing; the displacement of the liver — indeed, the 
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deformity of the liver — sometimes produced by this is so 
great as to be very misleading were you not aware of its 
occurrence. Amenorrhoea has been described as being pro- 
duced by fatty liver. I can neither confirm nor dispute this, 
which^ so far as I know^ is a mere assertion ; but I must add 
that 1 do not believe it. Fatty liver very frequently occurs 
in phthisical women, and in such you know that, for other 
reasons, amenorrhoea is common. That is a very different 
thing from saying the amenorrhoea is the consequence of this 
special lesion, fatty liver. Hypersemia, or congestion of the 
liver, is said to be produced by suppression of the menses 
and by the menopause. I am not aware of anything that 
confirms this statement. Portal obstruction, however, such 
as occurs in cirrhosis of the liver, might naturally be expected 
to produce congestion of the womb, as well as of the other 
pelvic organs, and menorrhagia ; and of this I have seen un- 
doubted examples. One occurred not very long ago in 
^^ Martha.'^ The woman was thirty-one years of age; she 
had borne eight children, and had had three miscarriages, 
the last of which occurred a year before her admission into 
" Martha.^' Since th^^t last miscarriage she became very ill 
with chronic hepatitis. Of the chronic hepatitis she was 
qiiite unaware, but, simultaneously with the occurrence of 
the chronic hepatitis, her menses became more profuse and 
long-continued ; and it was on account of this condition that 
she came to '' Martha.^^ We examined carefully the pelvic 
organs, and could find there no disease to account for the 
menorrhagia ; and, being satisfied that her chief disease was 
chronic hepatitis, and that the chronic hepatitis was the 
cause of the menorrhagia, we had her transferred to Dr. 
Church's care. There I believe she soon died of the disease 
of the liver. Menorrhagia here was a distinct result of the 
hepatic affection. 

I now come to consider the influence of hepatic disease in 
pregnancy. Here you will find remarks very common about 

L 
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the pressure of the gravid uterus upon the liver, disordering 
its functions and leading to disease of the organ. Even in 
good authors^ statements like these occur. Similar state- 
ments probably you are familiar with in connection with the 
ursemia of pregnancy and parturition. I ask yoa^ in the 
meantime^ not to believe any such statements^ neither with 
regard to the liver nor with regard to the kidney; and I can- 
not omit here making a remark which is of very great im- 
portance in medical philosophy. You would scarcely believe, 
yet it is quite true^ that men state^ as if it were a fact^ that 
there is great pressure upon the liver and upon the kidney 
in pregnancy^ and proceed to reason upon this, not only to 
found theories of disease upon it, but also plans of treatment, 
and all the time they have never given even the slightest 
good reason for believing that there is any increase of pres- 
sure. Surely, the first thing in such circumstances is to 
demonstrate the increase of pressure ; but not one of the 
authors I have alluded to ever seems to dream that that is 
the first thing. You must first prove that there is pressure, 
before you proceed to found upon it as the cause of disease 
and as the basis of a line of treatment. There is no evidence, 
but rather to the contrary, that there is any increase of 
pressure upon the liver or kidney in pregnancy. Again, if 
you turn to the clinical view of the matter, and regard cases 
of large fibrous tumours and of large ovarian dropsies, you 
will see nothing to confirm the belief that pressure has any- 
thing to do with producing disease of the liver or of the 
kidneys ; for, in those cases, you might expect far greater 
pressure than in pregnancy, in consequence of the frequently 
far greater size of the tumours. In pregnancy, diseased liver, 
however, is a matter of immense importance. The liver has 
been, at least once, observed to be folded upwards upon itself 
in a case of tight-lace liver, the pushing up of the uterus 
producing this displacement, and fatal jaundice in conse- 
quence. Rupture of the gall-bladder has been observed in 
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labour. After delivery, hsemorrhagic softening of the liver 
has been observed, and a case has recently been put on record 
where, in connection with such softening, the organ burst or 
was ruptured, and fatal consequences ensued. 

But now I come to the chief topic of the lecture, and I will 
begin with offering some observations with regard to one of 
the most important diseases of pregnancy — namely, persistent 
and uncontrollable vomiting. Of the vomiting of pregnancy 
there are at least two kinds. There is what may be called 
the common kind, which, when severe, is almost certainly 
the result of morbid innervation. Whether the sickness and 
vomiting of pregnancy is a reflected sensation, or a reflected 
motion, or the result of a reflected secretion, it is a conse- 
quence^of morbid innervation. It is frequently very grievous, 
and perhaps is sometimes even fatal. This kind of vomit- 
ing in pregnancy is arrested when the foetus dies. It is 
arrested certainly by abortion, miscarriage, or delivery at 
fiill time. It is not accompanied by any symptoms of grave 
disorder, except such as arise from deficient nutrition. But 
there is another kind of vomiting in pregnancy, our know- 
ledge of which is extremely imperfect, and upon which some 
remarks are called for. These are cases of vomiting in preg- 
nancy, described by many authors, which prove fatal, some- 
times suddenly and unexpectedly, without any apparent 
cause, or without any suspicion of the cause at the time the 
histories of such grave cases were written. Along with such 
cases have to be included some similar cases of sudden and 
unexpected death after delivery. 

Our knowledge of the physiology of parenchymatous 

degeneration of the great glands seems to throw light 

upon this fatal or extremely dangerous form of vomiting 

in pregnancy — to show that the vomiting in such cases 

is something more than a morbid innervation, that it is a 

symptom of a visible lesion. The case that I am about to 

read to you I am quite sure, some years ago, I should have 
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regarded as one of vomiting in pregnancy proving fatal. I 
should not have known how to go any further. But you 
will find, as T proceed, that I have dealt with that case in an 
entirely diflferent manner, deriving my knowledge from recent 
researches into the nature of a disease called icterus gravis, 
or what used to be called yellow atrophy of the liver. 

It has recently been discovered by eminent physiologists 
that, in health, the earliest stage of this disease is produced — 
that is, that the great glands of the body (especially the liver) 
undergo in healthy pregnancy and in healthy suckling a 
certain degree of parenchymatous degeneration. This is the 
first stage of the grave disease which I have named. Like 
the watery blood of pregnant women, this parenchymatous 
degeneration is not called a disease, because it is the 
normal condition. If it were found in a woman not preg- 
nant or suckling it might then be called a disease ; but as it 
is believed to be the regular normal condition, we do 
not call it a disease. No doubt this parenchymatous 
degeneration is, so far as our short-sightedness guides us, 
an extremely unfortunate thing for women, leading them, 
as it were upon the ice, and making them liable to dangerous 
diseases. The condition of the blood is probably a chief part 
of the cause of the proneness of women to disease of the 
kidney and uraemia ; the condition of the glands probably 
being the cause of their proneness to further dangerous 
stages of parenchymatous degeneration, chiefly of the liver, 
but also of the kidneys and other parts. Now, if you look 
into the histories of fatal cases of vomiting in pregnancy, 
and fatal cases of a similar kind occurring, just after preg- 
nancy, in the puerperal state, you will find slight jaundice 
often mentioned ; you will find, in many of them, hsemor- 
rhages are mentioned as occurring; and a condition of 
lethargy, almost of coma, is described ; and these statements 
seem to me to make it almost certain that the conditions 
causing death were the result of the aggravation of this 
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physiological condition of granular degeneration that I have 
been referring to. In order that you may further see how 
difficult it has been to reach the truth in this matter, I must 
tell you that cases of this disease occur without jaundice, or 
with very little, and without haemorrhage and without con- 
vulsions — that is, without any of the ordinary grave symp- 
toms of the fully developed disease. I am presently to 
describe a case. This concludes what I have to say about 
the dangerous and fatal cases of vomiting in pregnancy, and 
about the dangerous and fatal cases of a similar kind occur- 
ring in the puerperal state. 

I can remember four cases of jaundice and slight 
albuminuria coming on shortly after delivery. One of 
them also presented hsematemesis. They had little or no 
accompanying fever. The occurrence of such a combina- 
tion of conditions has always been very alarming ; but great 
prostration and the present danger of death have occurred 
in only two of the cases. That which had hsematemesis 
presented no constitutional disturbance, except slowness of 
pulse and a temperature less than normal. 

But before I come to the special case of to-day^s lecture, I 
must say a few words upon jaundice occurring in pregnancy. 
Ordinary jaundice rarely occurs in pregnancy — ^jaundice 
from obstruction, or from catarrh of the stomach and duo- 
denum. I have seen pregnancy in a woman who had a 
chronic jaundice, and I have seen jaundice come on during 
pregnancy. In regard to this kind of jaundice there is very 
little to be said. You cannot mistake this disease. The 
name of the disease implies all that is necessary for its 
diagnosis. Anybody can tell when a woman is jaundiced. 
It is not a mere tinting, but it is, as the disease you are all 
familiar with, quite easily recognised. This disease occur- 
ring in a pregnant woman does not make her very ill — at 
least, not more than it would if she were not pregnant ; but 
the woman having it runs considerable risk of abortion or 
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miscarriage. And^ when this occurs^ the abortion may be 
directly the result of the jaundice^ the child being born 
aiive^ and^ if the disease has not lasted long^ untinted 
by the jaundice ; or the jaundice may kill the foetus^ and 
the abortion or miscarriage in that case may be a se- 
condary result of the jaundice — the result of the death of 
the fcBtus^ not of the jaundice directly — and then the foetus 
and all the membranes are deeply tinted with the colouring 
matter of the bile. Now^ in a case of this kind you may 
have to consider the importance of bringing on premature 
labour ; but this should only be done if the disease is 
intense and long-continued^ and if the child is alive. No 
doubt it is also worthy of your consideration whether you 
should not induce it in some severe cases^ from the fear of 
the supervention of the icterus gravis as a consequence of 
the ordinary jaundice. It is impossible to lay down rules 
with regard to this last pointy because cases have not yet 
sufficiently accumulated to form a basis of experience for 
such rules. I must therefore leave it in this undecided 
form. 

Icterus gravis, or the yellow atrophy of the liver, is a 
rare disease, and has only been well recognised within a 
generation or so; and I have no doubt that our increasing 
knowledge, of which I have tried to give you a sketch, will 
lead to its being found to be not so rare a disease as has 
hitherto been supposed. Especially will this arise from 
what is now known, that the essence of the disease may be 
there without the presence of all or even of any of its grand 
indications during life ; and its grand indications are con- 
vulsions, jaundice, and haemorrhage. If uraemia &om disease 
of the kidney occurs once in about every 500 women that 
are in advanced pregnancy or parturient, this disease 
has not been observed oftener than once in 10,000. The 
disease is called yellow atrophy of the liver. There may be 
no atrophy of the liver, the disease proving fatal in an 
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early stage^ as in the case I shall read to you presently. The 
disease has been called cholffimic eclampsia^ just as the cor- 
responding disease of the kidneys is sometimes called 
ursemic eclampsia^ from the frequency of the convulsions. 
But there may be no convulsions in either disease ; and in 
the case I am to read to you there were no convulsions. 
Haemorrhage from the stomach or bowels or womb^ or into 
the tissues^ is a very characteristic phenomenon of the 
disease^ and yet there may be none of it. In the case I 
am to read there were no haemorrhages. Lastly^ the disease 
may be without jaundice ; and generally^ as in the case 
before us, the jaundice is slight. Here the jaundice got 
less as the woman got worse^ instead of getting greater. 
The jaundice is not like that which you know familiarly 
as the common jaundice -, it is a much slighter condition of 
tinting^ and, in the cases of icterus gravis I have seen, never 
has proceeded to be a deep yellow. The disease should not be 
called jaundice or icterus at all ; it is a disease which affects 
the whole body, and whose best known manifestations are in 
the liver. There you have not only the parenchymatous 
degeneration of the hepatic cells, which I told you was a 
physiological condition in pregnancy and suckling, but fur- 
ther steps of degeneration, which this is not the place to 
describe, going on to complete fatty destruction of the 
hepatic cells. This, indeed, should be called, if we only 
knew what the poison was, a case or poisoning, perhaps 
blood-poisoning. One German author ascribes the disease 
to poison from decomposition of the foetus ; but for this view 
he advances no argument except the analogy of other 
poisons. Believing it to be a poison, he merely fixes upon 
this one, apparently without any reason. Now, as I go on 
I shall, I think, satisfy you that it is probable that instead 
of the dead and macerating fcetus poisoning the mother, it 
is the mother^s condition that poisons the child. A great 
author has also suggested that the disease is essentially 



152 ON HEPATIC DISEASE IN 

ursemic ; and, no doubt, the urea in the urine is very much 
diaiinished in this disease ; but the disease is not at all like 
the ordinary uraemic eclampsia. Yet, it is true, parenchy- 
matous degeneration of the kidney is found along and cor- 
responding with parenchymatous degeneration of the liver. 
Here I would mention to you an interesting set of facts in 
connection with this subject. If you read over cases of heart 
disease, especially mitral regurgitation, you will find that 
in them women are very likely to miscarry, and miscarriage 
is in them almost certainly a direct result of the disease. 
If there is a poison in the woman^s blood, in this case it is 
probably a poison from imperfect aeration of the blood, and 
that induces the miscarriage. This has been almost proved 
by experiments on the lower animals, showing that the blood 
of dyspnoea induces emptying of the uterus. You have 
further evidence in the fact that the children are almost 
always born fresh, if not alive. The disease has brought on 
miscarriage : it has not killed the child. The condition of 
the blood has stimulated the uterus to action directly. In 
the comparatively common disease of the kidneys observed 
in pregnant women with albuminuria, you have an inter- 
mediate set of results between those of heart disease and 
those of icterus gravis. In uraemic patients, miscarriage is 
not very common. There does not seem to be a great ten- 
dency to it. There is a tendency to it, but not great ; and 
so far as I can form an impression from extensive experience 
and reading, the child may be alive. It is also frequently 
dead, and we know that in this disease the child may he 
killed by the uraemia. The uraemia that is part of the 
cause of the woman^s disease is also found in the child. 
"When you come to icterus gravis, however, you will find a 
diflPerent set of results. Not only is the child almost always 
bom dead, but it is almost always born decomposed, and there 
seems to be no tendency to abortion or miscarriage directly. 
The uterus is not prone to throw oft' its contents ; if it does 
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throw off its contents^ it is as a secondary consequence of the 
death of the child ; and the death of the child here has been 
shown to be the result^ or at least to be connected with the 
presence, of poisoning of its blood by the biliary acids which 
have been discovered in the foetal blood as the cause of its 
death. There seems to be in the icterus gravis rather a 
tendency to avoid miscarriage. The foetus is in most cases 
described as being macerated, sometimes putrid ; and instead 
of abortion being induced, we have missed abortion. Thie 
case I am to narrate to you is a case in which the womb, as 
it were, refused to throw off its contents, instead of, as in 
heart disease, being stimulated to throw off its contents. 
Here there seems to have been the opposite tendency, and 
the dead and decomposing foetus remained in it long after it 
would do so in ordinary circumstances. 

Now, I dare say you will be prepared for my telling you 
that there is little to be said about the treatment of this 
very important disease. Emetics, purgatives, and diuretics 
have been tried, besides other medicines. The only thing I 
can suggest in the way of treatment is that the uterus should 
be emptied — this is with a view to saving the mother. You 
may say, " Is there any chance of saving the mother in a 
disease like this ?^^ The impression abroad in the profession 
is that this is a necessarily fatal disease ; but there are two 
reasons for hope : the first is, that we know that the phy- 
siological condition, the early stage of this disease, does no 
harm to a woman ; the second is, that there is considerable 
probability that cases are cured by the death and expulsion 
of the foetus, whether it happens spontaneously or is brought 
about artificially ; and this appears to have occurred in the 
case I have to read to you. So far as the history can indicate, 
we have reason to believe that this woman suffered Irom 
this same disease in her first pregnancy that proved fatal in 
her second ; and probably some of the cases of dangerous 
vomiting that have been cured by abortion have been in the 
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tame category. The present case did not occur nnder my 
care^ bat under that of Dr. Sonthey^ who called me to see 
it in *' Faith/^ and to him I most express my gratitude for 
the opportunity of observing and assisting so interesting a 
patient. 

E. C.^ aged thirty-four, said to be of temperate habits, 
was married about a year ago. Three months after mar- 
riage she had a miscarriage — after, it was supposed, the 
second month of pregnancy. At this time her condition was 
described as resembling that at the time of her admission to 
" Faith/^ only the jaundice was believed to be greater. 
Her present illness began about five weeks before admission 
(December 2), with vomiting and headache, of which the 
former has continued ever since. She has kept her bed for 
three or four weeks. The jaundice is said to be deepened in 
colour. She has had wandering delirium, especially at night. 
On admission is in a wandering, dreamy state, and says she 
has no pain; is generally, but only slightly, jaundiced. Tongue 
moist, not furred ; breath oflfensive. No itching, nor yellow 
vision. Pulse 108 ; respirations 12 ; temperature 98*6°. Ful- 
ness and supra-pubic dulness in the hypogastrium, where 
there is also slight tenderness. Does not permit a sufiScient 
vaginal examination. Hepatic dulness normal ; splenic dul- 
ness normal. Urine dark-coloured, bile-tinted; specific gravity 
1012 ; turbid, acid, albuminous (one-fifth) ; contains casts^ 
epithelial and blood-cells. Takes milk and beef-tea, but 
vomits almost everything. December 4 : To have a borax 
wash for the mouth; the bowels to be opened by saline 
draught. 5th : Hiccough occasionally. 6th : A dark, lumpy 
motion of bowels. 7th : Headache. 8th : Has slept well, 
after taking ten grains of chloral. 9th : To be fed per rectum. 
10th : Jaundice diminished ; says she feds better. Pulse 
86 ; temperature 97*4°. 11th : Urine one pint and a half in 
twenty-four hours, albumen (one-eighth); hiccough. 18th: 
Pulse 128 ; respirations 18 ; temperature 97^. Purple dis- 
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colouration of inuer sides of thighs. 19th : Tongue furred- 
Is more drowsy and wandering ; vomits her food mixed with 
bile. Only a trace of albumen in the urine^ which contains 
crystals of leucine. Urea about sixteen grammes in twenty- 
four hours. 2l8t: The liver dulness slightly diminished; 
jaundice less ; quite rational when refusing to permit a 
vaginal examination ; objects to induction of abortion. 
23rd : Tangle-tent introduced into cervix uteri ; Urine runs 
away in bed ; tent removed after sixteen hours. 24th : Probe 
passed into the uteras^ and a large tangle-tent placed in the 
cervix^ with a sponge in the vagina ; ergotine to be injected 
subcutaneously. Died in the afternoon. Post-mortem^ forty- 
three hours after death : The surface of the uterus^ which 
is of about the size of a cricket-ball^ is congested^ and so 
are the neighbouring coils of intestine. The liver small^ 
weighing 2 lbs. 2 ozs.^ very soft and flabby to the touch ; its 
surface partly green (especially round the edges), partly 
brown, with the lobules very distinctly marked ; no evidence 
of congestion. Gall-bladder contains healthy-looking bile. 
Liver on section yields an emphysematous feeling; colour 
uniform, greenish- brown at first, but becoming darker ; no 
trace of lobules to be seen; highly emphysematous (not 
putrid), its section resembling that of highly-aerated bread. 
Spleen very dark in colour and emphysematous. Kidneys 
flabby, with large air-blebs under the capsule and air- vesicles 
on section ; structure very indistinct, but presents evidence 
of congestion of cortex and bases of pyramids. The cavity 
of the uterus contains air and shreds of membrane, and a 
much decomposed foetus of about six weeks. (She was 
held as being three months pregnant.) Placenta adherent, 
about two inches in diameter. Contents of bowels stained 
with bile. Stomach congested and presenting internally 
numerous air vesicles. Left common iliac vein contains air 
with fluid blood. 

These are only some of the details of this very important 
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case. The microscopical details I have omitted altogether. 
It only remains for me now to offer a few remarks abont the 
diagnosis of this disease from araemia. This diseaae is com- 
paratively a chronic one^ occurring in pregnancy. Uraemia, 
or the disease of the kidneys connected with the uraemia, is 
generally an acute disease, runuing a rapid course and occur- 
ring most frequently during parturition. In this disease you 
have delirium, muttering, and lethai^ rather than coma — 
conditions which are very different from the silence and deep 
comatose condition of a woman suffering from uraemic 
eclampsia between the fits. In this woman, and in cases of 
this kind, jactitation and restlessness are described. The 
reverse is the case in the coma of uraemia, and in our patient 
at the worst there was a possibility of rousing to clear intel- 
ligence for a few minutes, which is not observed in uraemia. 
In this disease you may, as in her case, have almost constant 
vomiting. Whether it is accompanied with sickness or not I 
am unable to say, but there was in this woman, even when 
she was not vomiting, the constant or very frequent 
going on of the efforts of vomiting. This is not observed 
in uraemia : violent vomiting for a time is not uncom- 
mon in uraemic cases, but it is only for a time; constant 
vomiting is not observed. In this disease there was observed 
great duskiness of the skin, and a peculiarly injected condi- 
tion of the venous capillaries in the thighs. Now, in the 
deep coma of uraemic eclampsia you have simple cyanosis of 
varying degree, sometimes very intense ; but you have not 
the duskiness and local blueness I have mentioned as 
occurring in this disease. There are other distinctions 
between the two diseases founded upon examination of 
the discharges from the body, especially upon the examina- 
tion of the urine, and the two diseases are quite easily dis- 
tinguished post-mortem. I have made these remarks upon 
the distinction of the two diseases because some authors 
have regarded the eclampsia and coma in both as the same ; 
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and^ indeed^ as I have already told you^ at least one great 
author describes the coma and eclampsia as owning the same 
cause. The clinical history of the diseases is very distinct, 
and shows no close alliance between them at ^all. I must 
warn you against supposing that anything I have said in 
regard to icterus gravis is conclusive. The disease is rare, 
and has not yet come to that degree of distinctness of recog- 
nition that enables a lecturer to speak with precision and 
dogmatically -, but I feel quite sure that the subject is of 
such intense importance as to be well worthy of the time I 
have given to it. 



XIV. 

FIBROUS TUMOUR OF THE UTERUS. 

The subject of ibis lecture is two cases of uterine fibroid 
which have recently passed through " Martha^' Ward. 

This disease^ uterine fibroid^ is one which has itself 
suffered from a very serious afBiction^ the disease of many 
namcS; very important from a student^s point of view. 
The regular name is fibrous tumour of the uterus. The 
term uterine fibroid has been lately coined ; it is shorter^ 
and on this account may supplant the old name. 

Uterine fibroid is a disease of the child-bearing period 
of life, not of any other; a disease affecting the elderly 
women rather than the younger during this period^ and 
probably attacking women who are fertile rather than those 
who are sterile. It is a disease which affects the middle 
layer of the wall of the uterus alone. The chief consti- 
tuents of the middle layer of the uterine wall are unstriped 
muscular fibre and connective tissue; and these tumours 
generally consist of both of these structures in various 
conditions of development ; sometimes, however, of one or 
of the other almost exclusively. Its vascular constituent 
structures may be little developed or immensely developed. 
A fibroid may be telangiectatic — that is, the venous sinuses 
of the tumour may have a peculiarly great development. 
It may also be lymphangiectatic, which signifies a great 
and peculiar development of the lymph channels. 
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This tumour may develop itself wherever there is tissue 
of the kiud constituting the middle layer of the uterine 
wall ; for instance^ in the round ligament^ broad ligament^ 
or the Fallopian tube^ or vagina. 

The subject of to-day's lecture is ordinary characteristic 
uterine fibroid. This may grow in the midst of the tissue 
composing the middle layer of the wall of the uterus, in 
which case it is caDed imbedded, or intra-mural ; or it 
may grow on the outside of the middle layer, when it is 
called subperitoneal ; on the other hand, it may grow on 
the inside of the middle layer, in which case it is called 
sub-mucous. This is a very elementary and incomplete 
statement of the three positions. 

The cases upon which I lecture to-day are of the com- 
monest variety — imbedded, or intra-mural. These are 
almost always more or less distinctly separable from the 
tissue of the uterus, surrounded by a capsule of less dense 
tissue than its own or that of the uterine wall, and in this 
capsule are developed enormous uterine sinuses. It is this 
great development of uterine sinuses around the tumour 
which gives it its chief importance. This development is 
analogous to that which takes place in pregnancy. 

Now, what is the importance of these tumours ? Why 
is it that they are of such intense interest to practitioners ? 
Because they are very common. Because they are some- 
times very large. Because they sometimes give rise to 
diagnostic confusion and difficulty, especially when they 
are complicated. When complicated with a cyst or 
chamber in their substance full of fluid, they are very 
Uable to give rise to error in diagnosis. Such a tumour is 
called fibro-cystic, and is often difficult to distinguish from 
ovarian cystoma. When fibrous tumours of the uterus are 
complicated with pregnancy, the one or the other condition 
alone may be recognised, in which case an error of omission 
occurs. 
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I now come to the great interest of this disease. It b 
for the most part a bleeding disease^ and misrht be called 
by the name of metrorrhagia. This would be giTin^ it a 
nosological titlC; such as many diseases still have or retain. 
It is better; however^ to adhere to the more distinctive and 
more scientific name — uterine fibroid. It is tme that theie 
is sometimes no hemorrhage, even amenorrhoea ; bat this is 
exceptional. The bleeding is frequently of a passive nature, 
or a more or less copious oozing, resembling that of a 
menstruation, and the loss of blood may be lai^e, because 
the area from which the blood flows is often very great com- 
pared with the bleeding area in a healthy menstruation. 
Frequently, however, it is not a passive discharge, bat a 
regular flooding ; and in this case a woman bleeds as in 
phlebotomy, a large vein being laid open, and I have seen 
such openings. This kind of bleeding, I believe, leads to 
death, directly and indirectly, nearly as frequently as post- 
partum hsemorrhage causes death directly. Sometimes it 
causes death directly or at once, but more frequently in- 
directly, by producing extreme anaemia ; the woman dying, 
perhaps, without any loss of blood at the time. Examples 
of both of these fatal terminations are not very rare. 

These tumours are further important, frequently inter- 
fering with utero-gestation. They are themselves liable to 
disease; inflammation and sloughing, and probably other 
forms of degeneration. They are dangerous to life from some- 
times producing peritonitis; occasionally appearing to produce 
what is called cancerous peritonitis ; the latter half of the 
name being suggested by the rapidity of its progress. Very 
rarely peritonitis and death are induced by peritoneal rupture. 
I have known peritonitis and death caused by crackings of the 
outside shell of a fibroid which was calcified en coque, and in 
which the coque was made to crack or burst outwards by 
the shrinking of the internal parts of the tumour. 

Sometimes the disease produces an extreme and even 
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dangerous amount of constitutional or gastric irritation, so 
called from our present ignorance of its real pathology. 
Sometimes, but rarely, it causes obstruction of the bowels. 
We have in our second case for to-day's lecture an example 
of a rare fatal termination of this disease, in the midst of 
convulsive and other nervous phenomena induced by 
ursemia, the consequence of partial and long-continued 
obstruction of the ureters. 

Such, gentlemen, is a rough outline sketch of the patho- 
logy and formidable character of the disease of which we 
have recently had two examples in " Martha^' Ward. Now 
for the history of the first case. 

J. G., aged forty-five, married twenty-three years; three 
children, the last seventeen years ago. Catamenia com- 
menced at fourteen years of age ; last occurred a fortnight 
since ; latterly irregular ; interval from four to six weeks ; of 
about four days^ duration; on the last occasion the loss 
excessive. No leucorrhoea. 

Two years since, first noticed a swelling in the lower 
abdomen, which has been getting gradually larger. Has 
no pain when still> but feels discomfort in the lower back 
when walking about. Is extremely anaemic, with puflfy 
swelling of the face. 

Belly prominent, with uniform surface, semi-globose ; 
lower half occupied by a firm elastic mass, with an indistinct 
feeling of fluid. This mass moves freely from side to side ; 
is not tender; no fluctuation. Mass dull on percussion; 
resonance commences one inch above the umbilicus. Per 
yaginam, cervix uteri much elevated ; brim of pelvis 
presents fulness, but is otherwise natural. Cervix healthy, 
with a minute excrescence seen to project from its interior, 
not felt by the finger. Probe passes easily to the left, and 
runs up on the left side of the tumour. Its point can be 
felt a little above the level of the umbilicus, and about five 
inches to its left, when it has passed in six and a half inches ; 
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Uterine souffle plainly audible in the region of the right 
iliac fossa. 

Here was a very simple case^ but I shall show yon it 
might have been a very difficult one to a beginner. There 
were three small polypi in the cervix uteri, from which the 
hsemorrhage might have proceeded, but probably did not 
do so to any important amount. They were removed by 
forceps. This tumour might readily have been mistaken 
for a six months' pregnancy; there was a round swelling, 
firm and elastic, and on manipulation it could be felt dis- 
tinctly to contract. On auscultation, the uterine bruit or 
souffle was heard. Mark how erroneous it is to call this 
sound the placental bruit, and yet it is a term frequently 
applied to it. 

The tumour was movable ; the cervix was high, large, 
and soft. There were, therefore, in it many of the chief 
features of pregnancy, for the bleeding might have been 
referred to the mucous polypi. The age of the woman, 
and other points, however, were sufficient to dismiss such 
an idea in our immediate case ; and so the uterine probe 
was introduced, which revealed a large uterine cavity (as 
would also be met with in pregnancy). The treatment of 
this case was not to produce absorption; such an occurrence 
is so rare that it must not be expected; it may be hoped 
for. Of course we removed the three small polypi, which 
had little to do with the hsemorrhage ; and hsemorrhage was 
the only important symptom or condition to combat. 

The treatment adopted was by ergot. In many cases 
this drug is of no avail, but in this case it had results so 
immediate as to strike me with astonishment. I must 
remind you that the tumour was so soft as to give the idea 
of fluid: this is exactly the kind which is known to be 
most benefited by ergot. We injected three grains of 
ergotine underneath the skin ; this was repeated several 
times at intervals of a day ; but it had at length to be 
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discontinued^ because it produced very serious diffuse in- 
flammation of the cellular tissue^ narrowly and fortunately 
without a suppurative termination. This effect we found 
to be peculiar to the patient, for the same injection caused 
no inflammation in several other women, the same solution 
and syringe being employed. In place of it, a fluid drachm 
of the liquid extract of ergot was given daily. The result 
of the treatment has, as far as I know, never been sur- 
passed as regards rapidity of diminution of the tumour. 
The dulness which extended one inch above the umbilicus 
was in forty-eight hours reduced so as to extend only to 
the level of three inches beneath it. Such a remarkable 
result could only have been produced in a soft tumour. 

This improvement was accompanied by arrest of bleeding. 
After being in the hospital two months, she went out, 
having lost the puffy anaemic appearance, and having 
acquired a healthy aspect. The use of the ergot may now 
be given up, for a time at least. [Seven months after- 
wards she was heard of, and fully maintained all the 
improvement.] 

A few words about abdominal tumours connected with 
the uterus, which diminish. You must not suppose that 
uterine fibroids are the only ones. From them, as the 
result of their shrinking, blood and (Edematous fluid, which 
is often very abundant, may be expressed by the contrac- 
tions of the muscular envelope. Indeed, at length, and 
probably also from the mechanical compression, the very 
tissue of the tumour may be absorbed. I saw a case in 
the hospital the other day in which there was a tumour in 
the lower abdomen, with loss of blood, while the patient 
was taking styptic medicine. I diagnosed a morbid preg- 
nancy. The tumour rapidly diminished, and therefore the 
diagnosis was thought to have been very far wrong ; but 
suddenly a dried- up placenta and foetus were expelled. The 

liquor amnii had become absorbed, and this was the cause 

M 2 
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of tlir Mlirinkini; in tliis case. A hsematocele maj also 
rapidly diHiippnir. You will remember a case latelr in 
" Miirtliii." 

I rimw now to the second case^ and with it I shaU be briefl 

A. S., ix^vA forty, married eleven years; never pregnant. 
('litiinirniii ronuuenccd at twenty-one years of age; last 
inrtiNON iipprariMl nine weeks ago^ continued for thirteen 
diiyM vtTy pn)fusoly, accompanied by severe pain in the 
lowtT hark and ah(U)mcn. The periods have generally been 
irrrKular ; formerly the interval extended from two to six 
inohthN. Two years ago they became regular; a scanty 
U)NN every three weeks. Six months later the periods 
he(*aiue pmfuMe* witli only a fortnight's interval Latterly 
i\w\v ha» been ajjain a longer interval — four or five weeks 
**and tlu> loMH has been inconsiderable. 

('OmplaiuH now of a stabbing pain in the lower part of 
the helly, eHiuuually in right flank^ shooting down the right 
thi^h, (*oming on every few hours. Loss of appetite^ con- 
Mtipaied howeU, painful micturition^ alleged great flow of 
urine. Urine examined : almost colourless; reaction acid; 
no albumen. Sp. gr. 1003. 

The alMlomen is prominent^ semi-globose in shape^ occu- 
pied by a dense hanlncss^ said to be of twelve months' 
duration; the most prominent point is midway between 
umbilicus and symphysis pubis^ the belly here measuring 
thirty-two inches. The whole of the prominent part is 
very hard and elastic. Hardness, dull on percussion, up to 
one inch above the navel. No impairment of resonance 
elsewhere. 

True pelvis nearly altogether occupied by a hardness 
which can be identified with the abdominal tumour above 
described. The vagina is natural, and contains a white 
discharge. Probe passes easily into the uterus to the left, 
to the extent of six and a half inches. Tenderness on both 
sides of the uterus, especially on the right. 
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The chief interest in this case lies in the remarkable 
way in which the disease produced a fatal result. While 
in the hospital undergoing treatment she was seized with 
uncontrollable vomiting, which lasted for about eight days. 
At the end of this time she began to have frequent and 
incessant twitchings, and at least twice actual convulsive 
fits. She had also what I never saw before — a very re- 
markable limited herpetic eruption upon the perineum and 
posterior parts of labia majora ; nowhere else. This came 
on suddenly, and disappeared almost as quickly. I have no 
doubt this was due to the morbid nerve influence which 
caused the twitchings and convulsions. We were puzzled 
beyond measure at this unusual and unexpected group of 
phenomena. The post-mortem, however, explained it all. 
Post-mortem, thirty hours after death : — 
Abdomen. — Stomach distended ; was not opened, neither 
were the intestines. No peritonitis. Evidence of old 
peritonitis, upper surface of the liver and spleen being 
adherent to diaphragm. Liver : Upper surface adherent to 
diaphragm, and the lower surface to upper border of right 
kidney; on section, healthy. Gall bladder full of light- 
green bile. Spleen : adherent to diaphragm ; healthy. 
Right kidney : small, wasted ; capsule comes oflF with ease, 
leaving surface smooth, pale, mottled with a few blood- 
vessels ; cortex narrow, white ; pyramids pink ; ureter 
much dilated and tortuous, nearly as big as to admit a 
finger. Left kidney and ureter same as the right. The 
two weigh 11 ozs. No clots in inf. vena cava, in right 
spermatic vein, or left spermatic vein. At the junction of 
the internal iliac with the external of the left side is a 
large clot of a fibrinous nature, not completely organised, 
filling up the cavity of the vein. On following the branches 
of the internal iliac vein a vein was found coming from the 
spine, and emptying itself into the internal iliac, completely 
blocked by a nearly organised clot. Filling up the whole 
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of the upper pelvis is a large fibrous tumour, weighing 
4 lbs. 10 ozs., and pushing the bladder over to the left. 
There is a large vein on the right side of the tumour, 
dilated, tortuous, and empty. Tumour hard and pale, no 
blood-vessels being seen in its substance. Cervix obliterated. 
The cavity of uterus is on the left, and is very elongated 
and dilated, but very pale. Right ovary pale, and displays 
a recent ruptured Graafian vesicle. Bladder: mucous 
surface very pale. 

Now, how did this tumour produce the fatal result ? It 
was very hard, and was jammed into the pelvis, and com- 
pressed the ureters. 

These ducts became greatly dilated and tortuous. The 
kidneys were irritated, and their structure became diseased. 
The nervous phenomena which preceded death were almost 
certainly ursemic ; death being produced by the compression 
of the ureters as the first link in the chain of fatal con- 
sequences of the tumour. The urine when examined 
presented, as its only morbid condition, a low specific 
gravity, and this did not excite suspicion of the disorder 
that existed. Several times, when she was very ill, we 
wished to examine it ; but, as it was passed in bed, none 
could be collected for this purpose. As I have said, we never 
suspected this lesion, and consequently were unlikely to 
diagnose it. In similar circumstances in future, besides 
looking narrowly to the urine, I would attach importance 
to pain in the flanks and down the thighs. 

The urgency of this case was quite as much in the pain 
as in the bleeding; and it appeared to me that the pain 
might be diminished by relieving the great tension in the 
neck of the womb. The os was slightly opened, and the 
cervix very much on the stretch ; the tumour growing down 
into its lip on one side. I incised it, therefore, with a 
pair of scissors, partly to relieve tension, and hoping to 
reduce the haemorrhage, which the opening up of the neck 
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in such cases seems sometimes to do. We contemplated 
also possible removal of tlie tumour by enucleation ; but 
the autopsy showed that such a result could scarcely have 
been produced. The operation of enucleation would have 
probably proved a failure^ and would probably never have 
been attempted, from the failure of the indications for its 
fulfilment which should have been manifested in the 
progress of the case. 

But the destruction of the tumour might have been 
attempted by other methods, such as by means of applica- 
tions of the actual cautery. And while the autopsy showed 
that successful enucleation could scarcely have been effected, 
it also showed a lesion of the urinary system which 
rendered removal of the tumour necessary for the saving 
of the woman's life from the kind of death which carried 
her off. 

Time will not allow me to say more, but I shall have 
occasion to take up the subject of fibrous tumours of the 
uterus again, as cases of different kinds come under our 
notice in the wards. 



XV. 



CANCER OF THE BODY OF THE UTERUS. 

The sabject of this lecture is cancer of the body of the 
uterus, a disease forming part of a great class of diseases — 
cancers of the female genital organs and their neighbour- 
hood — ^in regard to which a great deal has yet to be made 
out. The pre-eminently glandular oi^u, called the neck 
of the womb, is the most frequent seat of cancer in the female 
genital organs, but this pre-eminence is very much exagge- 
rated. This arises partly from the fact that, as cancers in 
these parts go on, the neck of the womb becomes involved, 
and then the case — diagnosed as most cases of cancer are, in 
a late stage — is put down as a case of cancer of the neck of 
the womb, whereas really nothing is known as to where it 
originated. Lately, in " Martha,^' we have had thirty-nine 
cases of cancer in the interior pelvic region, and of these nine- 
teen, or about one-half, have been put down as cases of cancer 
of the neck of the womb. But even with regard to these nine- 
teen we have *not invariably been certain that the disease 
ought to be so classified. We were sure that in each of these 
cases there was cancer of the neck of the womb, but whether 
the disease commenced there (and it is from the position of 
its commencement we would name such a disease) we could 
not tell. Besides nineteen cases of cancer of the cervix, we 
have had five cases which have been entered as cancer of 
the vagina, we have had four cases entered as cancer of 
the body of the uterus, we have had one case of cancer of 
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the rectum^ and we have had ten cases which have been 
classed either as cases of pelvic cancer or as cases whose 
origin was not only unascertained, but unguessable. In a 
former lecture in this course I described to you a case of 
cancer commencing in the sacrum, osteo-sarcoma. Cancer 
may commence in any part, and before I come to the proper 
subject of the lecture I shall say a few words about an 
interesting case, an example of disease which probably began 
in the rectum, but, as you will see, now affects the uterus as 
well. 

E. W., aged thirty-five, was admitted March 10. She has 
been twelve years married, and has had four children, the 
last three years ago, and she has not been in good health 
since that birth. The catamenia have been regular till six 
months ago ; since then she has almost constantly lost some 
blood, and there has been at times a yellow discharge. 
Complains of pain in the lower part of back, and in both 
iliac regions, especially the left. Passes urine generally with 
faeces. The latter are passed twenty times, or oftener, daily, 
and with severe tenesmic pain, and with griping in left iliac 
region. The disturbance by her bowels is very annoying 
during the night. The sister of " Martha *' estimates the 
quantity of moulded faeces that is passed in a day as a full 
ordinary amount, or rather more. Examination of the abdo- 
men finds nothing abnormal except a distinct doughy feeling 
in the flanks and lower belly, evidently produced by accumu- 
lated retained faeces. The whole upper part of the pelvic 
excavation, as digitally examined per vaginaro, is a hard 
mass, with deep fissures diverging from what is taken to 
be the situation of the cervix uteri, which cannot itself 
be identified precisely. This hard mass is only slightly 
displaceable upwards and downwards. The discharge is 
thin, blood-stained, and not fetid. The rectum, as felt per 
vaginam, presents a hard rounded mass, as if it contained 
a scybalum of the size of a hen^s egg. The finger, passed 
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per annm, after permeating a pouch about one inch and a 
half in diameter^ reaches a tight stricture in the seat of the 

egg-like swelling. It admits only the tip of the finger^ and 
is situated in the midst of extensive fixed hardness. 

This case presents an example to you of an accident which 
is not common in the diseases of women, except in cases of 
cancer. It is a curious fact that an ovarian tumour, a fibrous 
tumour, a pregnancy, seldom cause great retention of fieces. 
When you examine some cases, as, for instance, two women 
with fibroids at present in '^Martha,'* you would think it was 
impossible for faeces to get past the hard tumour jammed into 
the brim of the pelvis ; and yet it is the fact that rarely do 
you see obstruction of the progress of faeces — such as you 
see here. Besides malignant disease, as in this case, the 
scybalum causing obstruction of the rectum is the most 
important cause of great retention of faeces in women. 
This is not extremely rare ; I have seen it the cause of very 
great mistakes. In that case a woman passes liquid faeces 
round the scybalum; and the case may go on even for 
years, never passing a proper motion, the feeces always 
escaping in a semi-liquid form. That is not the case here. 
Here the faeces are positively retained, and are not 
scybalous ; there is no feeling of round scybalous masses, 
but you feel the woman's belly is really stufied with semi- 
solid faeces. In this case you will have noticed that we 
look forward to performing an operation for the relief of 
the patient's sufferings. Her sufferings are intense from 
tenesmus, accompanied by actual griping pain of a different 
kind from the disagreeable feeling of tenesmus. This relief 
we expect to be able to give her by colotomy. We propose 
colotomy in this woman because she is suffering a great 
deal, and because she has, so far as we can judge, the 
prospect of a considerable span of life yet — I mean a span 
of life not measured by years, but by a considerable number 
of months — and it is surely worth while to let her have 
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the imperfect relief which is afforded by colotomy. Bat ou 
this I am not going to say anything more to-day. 

Before I pass from this subject I wish to point out another 
very important practical fact^ that while retention of faeces 
is frequently due to malignant disease^ retention of urine 
(and of this we have illustrations at present in " Martha ^^) 
is a disease rarely accompanying malignant disease. Re- 
tention of urine is common in cases of fibrous tumour of 
the uterus ; it is not common in cases of swellings^ however 
large^ produced by malignant disease. I may mention that 
lately we have seen urinary retention in a case of cancer 
affecting the vaginal orifice, and mechanically impeding 
the exit of urine. 

You will notice that when I enumerated cancers of uncer- 
tain origin in the pelvis as ten, we called a good many of 
these pelvic cancer ; and I wish to point out what is extremely 
well illustrated in one case in ^^ Martha ^^ at this 
moment. In that case the whole brim, the whole upper 
part of the excavation, is a solid mass ; and when cancer of 
the neck of the womb is not present, you have, if the woman 
is young, a very difficult diagnosis. Now, what disease is 
there which is not at all uncommon, which is sometimes 
chronic, and which makes the whole roof of the pelvis, as in 
the old woman now in ^' Martha,'' like a board ? It is 
chronic perimetritis. Some cases are quite easily diag- 
nosed, but some are extremely difficult to diagnose ; and I 
have often told you that, when you hear of a diagnosis 
being difficult, difficult may often be translated as impos- 
sible ; time alone can enable you to decide in many of 
these cases whether the disease is malignant or not. The 
chief points on which to rely are the age of the woman 
and the history of the case and the absence of tenderness. 
Upon these particulars I shall not further enter, only insist- 
ing upon the great difficulty that exists in diagnosing 
pelvic cancer from chronic perimetritis, especially in the 
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cose of a young woman. And the difficulty is enhanced by 
the fact that even in old women perimetritis of all kinds^ 
including i)crimetric abscess^ may complicate pelvic cancerous 
disease. 

Before I pass from the subject of pelvic cancer I must 
mention another case accompanied by rather a rare symptom, 
discharge of faeces through the urethra. 

S. N., aged thirty-six^ married^ has had two children and 
six miscarriages. The last child was bom fourteen years ago. 
Was admitted March 8th^ 1878, complaining of pain in left 
groin which had lasted for fourteen years, but has been much 
aggravated the last five months. Micturition is frequent and 
scanty, and with the urine come occasionally air and faeces. 
The brim of the pelvis is occupied by dense hardness^ not 
tender. On the right side an extension of hardness along 
the ischial plane and below the cervix, which itself presents 
no great abnormality. The uterus is fixed in this hard- 
ucvss. Its cavity is of natural length and direction. 

This is a case which, if the hardness had not the long 
promontory coming down along the ischial plane^ and other 
characters which are easily observed but very difficult to 
describe verbally, would have been extremely difficult to 
diagnose from chronic perimetritis, because the woman was 
not elderly, and recently child-bearing. The diagnosis 
was corroborated by the passage of air and faeces through 
her urethra. The passage of faeces per urethram is a rare 
occurrence except in cases of malignant disease of the 
bowel, and especially the upper part of the rectum and the 
sigmoid flexure. You are not to suppose that the passage 
of faeces through the bladder is always the cause of much 
suffering, yet you would naturally think so. It generally 
only causes moderate suffering ; in some cases, as in this, 
no suffering is mentioned at all. The passage of faeces 
through the bladder sometimes occurs in connection with 
peri- or para-metric abscess^ ending in intestino-vesical 



CANCER OF THE BODY OF THE UTERUS. 1 73 

fistula. I have several times seen cases of clironic perime- 
tric abscess where the abscess bursts into the bowel and also 
into the bladder. Such cases are diagnosed by their history. 
The fistula in such a case I have known spontaneously 
healed. Let me caution you against a supposition which I 
have more than once found prevalent in the minds of 
practitioners of otherwise great experience — that the passage 
of fseces through the bladder must of itself be fatal. No- 
thing of the sort. I have known patients with this infirmity 
live long lives, and die of other diseases quite unconnected 
with the passage of faeces through the bladder. It is, how- 
ever, a rare occurrence, and always, on account of the rarity 
of its connection with anything else, suggests the idea of 
malignant disease. In the case I have just read, the exist- 
ence of malignant disease was placed beyond doubt by the 
circumstances mentioned in the history of the case. 

Now I come to a class of cases about which our know- 
ledge is still very imperfect, and which, of late years, is 
getting more and more isolated from the general run, from 
those that would be called of uncertain seat — cases of 
cancer of the body of the uterus. This is easily defined. 
A case is said to be of this kind if you have noticed it 
sufficiently early and find the body of the uterus affected 
by the cancer, while the neck of the uterus, so far as it is 
accessible, is healthy. It is a disease the rarity of which is 
exaggerated, ^ii^ong the thirty-nine cases that I have 
mentioned, at least four were cases of malignant disease of 
the body of the uterus. This disease occurs in a variety 
of forms. I show you here, first, a magnificent specimen, 
an extremely rare one, of a uterus presenting diffuse, non- 
deforming, cancerous hypertrophy of the body of the uterus, 
the neck remaining, so far as the eye unaided, and the 
finger, can make out, quite healthy — a rare form of an un- 
common disease. 

The patient, an aged woman, began to suffer pain and 
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think herself ill only about three months befidre she died. 
Her complaints were occasional attacks of pain in the hypo- 
gastrium, and occasional losses of blood per yaginam. She 
looked healthy for her years. Three weeks before her death 
she was admitted into the hospital under my care. A mobile 
hard tumour^ of the size of a foetal head, was Mt pro- 
jecting through the brim of the pelvis into the hypc^- 
trium. It was rounded and not tender. She was seized 
with ordinary acute suppurative peritonitis, and sank in a 
few days. Cancerous nodules were found in the lungs and 
liver. The uterus weighed four pounds and a half, mea- 
sured eight inches in length, and six inches and a half in 
breadth. Its cavity, fixim os tincse to fundus, measured six 
inches. The walls of the body were about an inch thick. 
Examined by a competent histologist, the structure was 
declared to be that of hard cancer. Its section resembled 
that of a scirrhous mamma. The lining membrane of the 
body was thick and villous, only in some parts destroyed. 
There was cancerous degeneration of the ovaries; and a 
similar state of some limited parts of the vagina was dis- 
covered after death. The cervix, although healthy to 
appearance and to digital examination, was discovered by 
the microscope to be the subjeet of cancerous degeneration. 
This case was diagnosed as a case of fibrous tumour of the 
uterus ; and, were it occurring in my practice again, I have 
very little doubt I should again make the same mistake. 

There are mistakes in medicine of which a man is 
ashamed ; there are others which do not make him blush in 
the least degree — and this is one of them. I do not know 
how I could make that diagnosis correctly. The risk of 
error here is not like that in the diagnosis of a case of cancer 
of the pelvis ; you would never confuse difiuse cancer of 
the body with perimetritis. The diagnosis is between it and 
fibrous tumour of the uterus. If you look into books you 
will see it justly remarked that one of the points of distinc- 
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tion is that in a case of cancer the womb is fixed^ and so it 
is generally ; in this case the womb was quite mobile. Here^ 
also^ another usual symptom was absent — there was no fetid 
discharge. There was bleedings but that is also a symptom 
of uterine fibroid. In this case the cavity of the uterus 
was considerably lengthened^ and so it often is in a uterine 
fibroid. In this case there were fits of pain^ and these are 
not uncommon in a uterine fibroid. You are led to suspect 
that a case is malignant — and at a first visit it is only 
suspicion — by regarding the history of the case, the age of 
the woman (and I may remark that the age of the woman 
is in cases of cancer of the body of the uterus greater than 
in cases of cancer of the neck), the presence of an ascitic 
fluid in the abdomen, and the induration and fixation which 
can sometimes be made out of neighbouring parts, especially 
of glands. Of especial importance is the age at which the 
tumour began to grow, for a fibroid does not begin to grow 
after the menopause. I have done enough to show you 
how very difficult diagnosis may be in a case of this kind. 

I have spoken of elongation of the cavity of the uterus, and 
it is necessary to inculcate special care in making this out, 
in catheterising the uterus, as it is often called. In all cases 
of cancer of the uterus is this care demanded, for then the 
uterus may be easily transfixed or perforated by the probe ; 
and this is not the case with an ordinary or inflamed uterus. 
Besides, the transfixion involves little or no danger in ordinary 
cases. I have known it frequently done, in the same case 
even, without any evil result. Yet it is always a misadventure 
to be shunned. The peritoneal wound does not gape or bleed 
in such cases. It is otherwise in examples of cancer of the 
body of the uterus, and I have seen the fresh specimen in a 
case where this gaping wound by the sound proved fatal 
within a few hours after its production. 

Now, a few words on the mode of death. A woman with a 
uterine fibroid is not very rarely afiected with chronic peri- 
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touitis of various kinds^ sometimes causing a collection of peri- 
toneal fluid to occur around it ; but this is very much more 
common in a case of malignant disease of the body of the 
uterus. In the present case you have another form of perito- 
nitis exemplifying one of the modes of death in cases of cancer 
that is not very frequently described. Acute peritonitis of 
all kinds and chronic peritonitis are common with uterine 
cancer — local peritonitis, general peritonitis, and (the worst 
of all kinds) the acute suppurative peritonitis, which killed 
this woman in three days. 

Besides peritonitis there are many other forms of death in 
cancer. It is only a specious concealment of ignorance that 
leads us to speak, as we often do in cases of cancer, of patients 
dying from exhaustion. I am very doubtful of that. No 
patient dies of exhaustion. You may say, *^ If a patient dies 
from bleeding, does she not die from exhaustion?'' Very 
well ; but that is dying from bleeding — that is, not undefined 
exhaustion. In the same way you find it often stated that 
patients die of pain. I never saw anybody die of pain, and 
I do not believe it occurs. So cases of cancer are said to end 
in death by exhaustion, as a man is said to die of old age. 
The truth, barely stated, is that you do not know of what he 
died. Now, the chief causes of death in cancer are peri- 
tonitis, urinaemia, septicaemia, pyaemia, and complications 
from diseases of veins or degenerations of important viscera. 
Sapraemia, or putrid poisoning (without addition of a living 
ferment), often causes fever and purging, and may cause 
even death. 

The second form of cancer of the body of the uterus to 
which I will direct your attention is the nodular — a disease 
which makes the uterus resemble not a single uterine fibroid, 
but a group of uterine fibroids ; the nodules being different 
masses of malignant disease, deforming the uterus, almost 
certainly in this form of the disease fixing the uterus, almost 
certainly projecting into it« interior, frequently bursting 
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through and giving rise to bleeding and other fetid dis- 
charge, rarely bursting into the peritoneum and giving rise 
to fatal peritonitis. The second form of cancer of the uterus 
is not so rare as the former \ and here is a case of it. 

M. L., aged fifty -nine, has been married for twenty-three 
years, and has never been pregnant. Complains of frequent 
and difficult micturition. Has constant pain in the lower 
part of the back and in the thighs. Has also a lump in the 
belly, which she says is increasing in size and has been felt 
for fifteen months. Her pains are severe at night, and she 
is rapidly losing flesh. Was in July an out-patient, and 
then had profuse fetid discharge, which has now ceased. 
Admitted February 22. A layer of ascitic fluid intervenes 
between the abdominal wall and the tumour in the hypo- 
gastrium. The tumour projects most between the navel 
and the right spina ilii. It is hard and forms part of a large 
mass, which, projecting from the brim of the pelvis, extends 
to the left side of the hypogastric region. It is only sensi- 
tive, not tender. The cervix uteri, not notably altered, is 
high up and far back in the pelvis, and forms part of a solid 
hardness, flxed, and occupying the upper part of the pelvic 
excavation, and easily identifled with the tumour felt in 
the hypogastrium. The bladder is not tender, but con- 
tracted, measuring three inches from orifice of urethra to 
fundus. 

This example was easy of diagnosis only because the 
woman was fifty-nine years of age, at which time you do not 
get fibrous tumours growing rapidly with much pain as in 
this woman. There was, for this reason, no difficulty in 
diagnosing this case. There might have been great difficulty 
had she been a younger woman, and had we seen the case 
earlier. Then we should probably have had to watch it for 
a considerable time, for months, in order to satisfy ourselves 
as to its nature ; but in an old woman, to have a tumour 
growing rapidly, fixing the uterus, pain always aggravated 

N 
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mt nighty ascitic fluid in the bdlr^ fcnns a combinstkui of 
clear indications. 

I come now to other forms of cancer of the body of the 
womb, cancer of the interior of the bodr c^ the womb. I 
have jnst mentioned to Ton cases of ordinary (medullary) 
cancer of the nteros projecting into its caTity. When this 
happens — and indeed in all cases of cancer of the body of the 
utems — youhaTe tokeep in yiewthe distinction recentlymade 
(bnt not prored to be, clinically speaking, weU founded) 
between the fibrous and the epithelial cancers, between 
sarcoma and common cancer. A sarcmna of the uterus 
has nearly the same clinical history as ordinary malignant 
diseases such as I have been describing. Sarcoma is a 
malignant disease, only its progress seems to be generally 
a little slower than that of the ordinary forms of cancer^ 
and it seems to be in a slight d^ree more amenable to 
treatment by removal. But really this distinction of cancers 
is too recent to have been fully followed out in its practical 
details. 

The great malignant disease of the cavity of the body of 
the uterus is adenoma, a malignant glandular growth of 
the mucous membrane. Cases of this kind are not common. 
The growth bleeds, it distends the cavity of the uterus, fills 
it up, passes through the cervix, grows into the vagina ; and 
I have seen a case where this malignant adenoma filled the 
vagina, and, before the young woman's death, protruded at 
the orifice of the vulva, the whole mass being composed of 
soft adenomatous tissue. In " Martha ^' we have had a case 
probably of this kind. It was sent in as an ordinary polypus, 
but on examining it, superficially even, it was observed to be 
very soft and fragile. The stalk went right through the 
cervix into the body of the uterus, and it was made out at 
the time of operation to be a case of polypus of the body of 
the uterus, not a fibrous polypus nor a mere mucous out- 
growth or vegetation. On microscopical examination it was 
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found to have all the structure of an adenoma. Dr. S. West 
found in it not only the uterine glands hypertrophied, and 
constituting the greater part of its bulk^ but he also found 
in the centre of the tumour some muscular tissue; and a 
like observation has been made in some ordinary mucous 
polypi Of this adenoma we have had no example except 
the polypus I have been describing. 

I have lately seen cases of common malignant ulcer 
beginning high up in the uterine body, and such ulcers are 
quite different from the peculiar disease to be described in 
next paragraph. To get the diagnosis of such a case in its 
early stage, while the womb is mobile, it is necessary to 
dilate the cervix and pull the womb by volsella in its neck 
down upon the finger passed through it. Such cancers 
soon become more diffused, causing tumours and fixation 
of uterus. 

The last malignant disease of the body of the uterus I 
have to mention is one affecting its cavity — namely, ulcera- 
tion. The ulceration seems often to follow a previous con- 
dition of villosity . The villosity is destroyed, and ulceration 
takes its place ; or ulceration is itself the commencement. 
This ulceration affects, like all malignant diseases, chiefly 
the old ; and it has, in the vast majority of cases, the history 
of a malignant ulceration. But some recent investigations 
throw doubt upon the exact nature of the disease, although 
they do not entirely remove the malignant character from 
its ordinary clinical history. I am convinced that, speaking 
merely clinically, this disease in old women may be cured, 
if it is attended to early, by cauterisation, by solution of 
nitrate of silver, of the inner surface of the body of the uterus. 
I have cured several cases of this kind where there was copious 
discharge which was fetid, and copious bleeding; and in 
some of which I have felt the seat of the disease with my 
finger, quite easily distinguished from the healthy surface 
of the uterus. This feeling the seat of the disease has only 
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been done after dilating the neck of the womb by tangle 
tent. In such cases^ of course, the disease is not — as yet, at 
least — malignant ; and I shall say no more of them. In the 
more severe cases you may try the same treatment; but 
when they get into this class they are irremediable. The 
treatment may check the discharge, and produce great tem- 
porary improvement of health. The patients die as in cases 
of ordinary cancer, sometimes with great suffering, and 
sometimes with little or none ; and after death, examination, 
as I have just said, leaves considerable doubt as to the 
cancerous character of the disease. In several cases that I 
have examined lately there was no disease found except the 
ulceration of the interior of the uterus, and that not of dis- 
tinctly cancerous character. In one which occurred in 
" Martha'^ there was found no evidence of real cancerous 
disease. In that case the lumbar glands were somewhat en- 
larged ; but in other two cases even this evidence of exten- 
sion was absent. 

Ulceration of the cavity of the body of the uterus is 
characterised by great pain in some cases, moderate pain in 
others, and in still others no pain at all. The pain is in 
some cases evidently spasmodic, being so described and as 
resembling the pain of dysmenorrhoea, lasting only a few 
hours and returning daily or oftener, but occasionally inter- 
mitting. There are bleedings which are sometimes slight 
and sometimes severe. The discharge is always very 
copious, not always fetid, and may be purulent or ichorous. 
The uterus enlarges, and, instead of having little more than 
a potential cavity, may come to have a cavity as large as 
would contain an orange. The ulceration extends deep 
into the tissue of the womb and destroys it ; it comes to 
affect the interior of the cervix, leaving the infra-vaginal 
portion untouched. It sometimes goes on to perforate the 
peritoneum, and in this way it may prove rapidly fatal ; 
but I have seen, in one case lately, the perforation met by 
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adhesions^ so that there was a peritoneal cavity or abscess 
connected by a fistula with the interior of the uterus. 
These peritoneal cavities get filled, of course, with the same 
filthy discharge which fills the interior of the uterus. The 
disease is easy of diagnosis. If you think proper you may 
go the length of dilating the cervix, so as to pass your finger 
in to feel the interior, and you may dilate the cervix for 
purposes of treatment — to wash out the interior of the 
uterus, and to cauterise it, if you think proper, with 
nitrate of silver or tincture of iodine. In all the cases 
which I have seen the disease has run a more or less rapid 
course, ending in death. 



XVI. 

UTERINE H^EMATOCELE. 

The subject of this lecture is uterine hsematocele. Lately 
addressing you I mentioned an important variety of haenoa- 
tocele, which I told you Nelaton described as retro-uterine, 
and this description forms an extremely important event in 
the history of the disease. The case about which I am to 
speak to-day is not a typical one of retro-uterine hsbina- 
tocele. I wish it were, for the retro-uterine is an extremely 
characteristic species of the genus hsematocele, and is easily 
described. 

What is a hsematocele ? It cannot be defined in a few 
words. It is a tumour composed of blood, which may be 
in various conditions, such conditions being regulated chiefly 
by the age of the eflFusion. Do not imagine that every 
blood-swelling in or near the pelvis is a hsematocele. Far 
from it. If the uterus itself, or an ovarian cyst, be dis- 
tended with blood, that is not a hsematocele. 

In order to be a hsematocele the blood must be enclosed, 
1 prefer this term to encysted, which is that commonly used. 
It is objectionable because it conveys the idea of the 
existence of a special cyst, which there is not. .Now, what 
is it that encloses the blood ? The site of the effusion in 
the great majority of large and grave hsematoceles is within 
the peritoneum, among the intestines, by which, and by 
parietal peritoneum, it is enclosed, the enclosure being com- 
pleted by such adhesions as are necessary to make what may 
be called a cyst to hold it. 
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It is very commoa to say that hsematoceles exist in the 
cellular tissue. Most assuredly they do, but I doubt 
whether these are the more numerous ; at all events they 
are the less important. In these eases the enclosure is 
the cellular tissue, and the various organs. These I would 
much rather call by other names — ^hsematoma, thrombus, or 
ecchymosis. Formerly, all hsematoceles were thought to be 
in the cellular tissue; but, chiefly through Bernutz, we 
have become enlightened on this point. 

Now, suppose blood escapes into the peritoneum, it is 
not yet a hsematocele; but in time adhesions arise, which 
complete or fix the enclosing of the blood, and make it so. 
For example, a woman has a tubal pregnancy ; about the 
third month the tube bursts ; a large amount of blood 
escapes into the peritoneum, causing death. This is not a 
hsematocele. Had the woman lived it would probably have 
become one. I have had an opportunity of examining a 
case of this kind before the blood became enclosed, and it 
is very difficult to diagnose such during life, because the 
efi^usion is so soft and so displaceable. When it becomes 
enclosed there is a recognisable tumour, and generally what 
would be called a hard one. This is now the disease we 
have to speak of to-day. 

Where does the blood come from ? It is very difficult 
to say. It may occur from the bursting of an extra- 
uterine pregnancy ; it has been verified as coming from the 
opening of a vein in the pampiniform plexus of the ovary. 
A little phlebolite leads to ulceration, which gives rise 
to a small opening, through which blood is poured forth. 
Rupture of the ovary has been proved to be a cause, not 
only the physiological rupture of a Graafian vesicle, but a 
rent in the whole tissues of the ovary. In all such cases it is 
evident that the blood must escape into the peritoneum, and 
not into the cellular tissue. In the majority of cases the 
blood comes from that source whence, in a woman, bleedings 
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are most frequent and important. In menorrhagia, polypus, 

fibrous tumour, haemorrhage following abortion, or delivery 

at full term, it is the mucous membrane lining the cavity 
of the uterus which bleeds ; so it is, I am convinced, in 

the majority of uterine hsematoceles, the blood flowing 

into the peritoneal cavity through a Fallopian tube. The 

inner orifice of a tube is generally looked upon as always 

closed, and it is rarely seen otherwise ; but it is a sphinc- 

teric opening, like the cervix uteri, and is often felt by 

probe to be open. 

Now for a few details regarding the case before us, 
which, though not retro-uterine, oflRers many valuable points 
for teaching. 

A. B., aged twenty-three, married two years, never preg- 
nant, began menstruation at fourteen years of age ; always 
regular, sometimes losing rather profusely. About three 
weeks before entering the hospital the last period com- 
menced, continued for only three days instead of four, as 
usual. Notice that a period stopped before the expected 
time. About two days after the cessation she was suddenly 
seized at night with pains in the abdomen, and in the 
morning she found a swelling in the lower part of the 
belly, which has remained ever since. Next day men- 
struation recommenced. Mark this also. She became 
feverish. When admitted the temperature was 100°, and 
she had a florid cheek. Note this expression ; it was not a 
florid complexion (the term employed by the clinical clerk), 
but only a red spot on the cheek, the remainder being 
anaemic. 

A large prominent swelling occupied the whole of the 
lower half of the belly, extending up to within two inches 
of the umbilicus ; tender, dull on percussion, a smooth 
uniform surface, elastic, fixed. It became less and less 
tender, smaller and smaller, and about a fortnight after she 
entered the ward it had almost entirely disappeared. The 
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"temperature and pulse became natural. Nothing was to 
le felt but a little hardness, due to a few remaining 
adhesions. She declared herself quite well, and had 
then a florid complexion. The red spot on the cheek 
was lost. 

Now, had this been a retro-uterine hsematocele, the 
uterus would have been jammed against the pubes, and 
behind it you would have felt a large mass, like a retro- 
verted gravid uterus. Instead of this, all that could be 
felt per vaginam by pressing high up behind the uterus, 
which was nearly in its natural position, was the lower 
part of the tumour, round_, smooth, and tender. The case 
which I have described shows what a definite, well-marked 
disease uterine hsematocele is. Nothing hazy about it. 
And when, later on, I speak of its history, you will be 
astonished. 

I shall now tell you how I diagnosed this case. Unless 
the history is very distinct, well marked, and nearly sure, 
the diagnosis is very difficult. I have had many occasions 
to say — This is a haematbcele — either before a woman's 
death or before opening the tumour, and when I have once 
decidedly said so I have not been wrong. What are the 
points which have guided me to a conclusion ? They are 
all well illustrated in this case. 

First of all I must tell you that what we generally have 
to diagnose it from is an abscess, retro-uterine or other, 
and there is frequently great difficulty. There are three 
principal points : 1st, Suddenness of symptoms, and sud- 
denness of tumour.* 2ndly, Derangement of the menstrual 
function, in the shape of arrest; in the mo.st typical 
cases there is a sudden stoppage, and then the pain. 
3rdly, Ansemia. 

When this woman came into the ward, the history not 
having been taken, I diagnosed hsematocele, but with only 
a very moderate degree of assurance. The diagnosis was 
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from an abscess. Id a former lecture I described a case of 
retro-uterine perimetric abscess, which was very like this in 
its physical characters, but there was the absence of sudden- 
ness or menstrual arrest. The symptoms of suppurative 
fever were also present. 

My diagnosis was a direct one, and the induction was 
from the three circumstances which I have enumerated' 
I assumed that we should probably have another element 
of direct diagnosis in the future history of the case. When 
the disease had lasted five weeks — that is, a fortnight after 
admission to the ward — it was all gone, and nothing had 
come out of it. There had been no evacuation of pus, no 
diarrhcea. The patient had been getting better every day, 
and the lump was melting away like a snowball in the sud. 

I will take this opportunity to say a few words about 
diagnosis. It is the first step in all medicine, an art which 
is in a very uncertain state. I have often seen practi- 
tioners prescribe, and then set their brains to work to 
ascertain what is the matter. When you treat a disease 
without knowing what it is, it is like shooting crows with 
your eyes shut. Diagnosis is, therefore, what we must 
first aim at, direct diagnosis if possible. But we are often 
glad of another — a limping method — diagnosis by exclu- 
sion, a method founded on the axiom — If we don^t suspect a 
disease, we shall not be likely to find it out. 

Here is an abdominal tumour, and we may commence to 
exclude. A cyst is suggested — an ovarian cyst, a parovarian 
cyst ; a renal tumour, or hydronephrosis ; a perimetric 
abscess ; hydatids ; then, perhaps, a fibrous tumour, or 
pregnancy. We run over these hastily in our minds. Can 
it be one of them ? It is a very shabby method of diag- 
nosis, but we are bound to use it in order to do our best 
for the patient. The history of this case proved that the 
diagnosis, made both directly and by exclusion, was correct. 
There is no tumour that I know of that will go away thus 
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Tapidly while a woman is lying in bed, without any evident 
evacuation, except one composed of blood. The diagnosis 
was not only direct and by the history, but also by exclu- 
sion. Our last case of perimetric abscess, a tumour like 
this hsematocele, went away quite as quickly, but pus 
flowed in torrents from her bladder. 

Now, from what you have heard of the case before us, 
you might say this is a very trifling disease — cured at once. 
It would, however, be a very wrong idea. It is not every 
such hsematocele that goes on like this. Sometimes the 
tumour increases instead of diminishing ; or it diminishes 
and then suddenly increases again ; or the peritonitis which 
is induced may not be simple adhesive, but a great abscess 
may form ; or the blood may putrify, and produce septi- 
caemia. Or the tumour may burst into the bowel, which, 
though often a fortunate termination, occasionally leads to 
septicaemia by fseculent matters getting into the cyst. Some- 
times the tumour will not go away, absorption will not take 
place ; why, I know not ; but it may have something to do 
with pressure relations. 

With regard to the treatment. The patient was simply 
kept in bed, and this is the most important treatment of all. 
Probably, had she moved about, the result would have been 
very difierent. But sometimes we have to direct our atten- 
tion to endeavour to stop the bleeding. I have no great 
confidence in anything for this, but I will tell you those 
remedies which appear the best, and in their order of merit 
— 1st, perfect rest ; 2nd, ergot of rye ; 3rd, ice poultices : 
I fancy I have seen benefit from these last, but I have also, 
I believe, seen harm. Then, if you have been brought up 
in the antiquated school, you will believe in 'sorbefacients ; 
I donH believe in them. Muriate of ammonia lotion; 
tincture of iodine. You may prescribe them if you like^ 
for perhaps they will please the patient. The further treat, 
ment depends upon circumstances. 
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It is sometimes very difficult to decide whether or not 
to eracuate the cyst. In the great majority of cases it is 
unnecessary. I have used both knife and trocar, and I do 
not see the objections to their employment which are enter- 
tained by most gynsecolc^sts. 

After opening the cyst I advise you to take care of two 
things. In the book of an eminent gynaecologist you are 
recommended to insert the finger through the artificial 
openings and break down bands or adhesions in order to 
let free the blood mass. The writer was under the delusion 
that the blood is situated in the cellular tissue ; it is, how- 
ever, in the peritoneum, and the adhesions are the safety of 
the woman. If, therefore, you attempt to break these down 
you will be doing the very worst thing. 

Another treatment^ which has led to many fatal results, 
is injecting the cavity by means of a strong syringe, the 
consequence of which is that the beautiful protective 
arrangement of Nature is damaged. I have seen many 
women with a foetid discharge, and all the intensest symp- 
toms of saprsemia or putrid intoxication ; and as soon as the 
cause was got rid of they got well. 

I now come to what I told you would astonish you — the 
history of the disease. 

It was unknovm wlien I was a student. I studied medi- 
cine in Aberdeen, Edinburgh, London, and Paris, and in 
none of these places did I hear of such a disease. It is 
now most difficult to conceive how this most manifest 
disease could have passed unnoticed. If you consider a 
gold field — at first great nuggets are discovered, then 
smaller ones ; then to find gold the sand has to be sifted ; 
and lastly, there is none at all. So in anatomy and patho- 
logy, great discoveries were at one time easily made, but 
now we have to get a microscope with a lens of the highest 
power to find anything new. When I was a student we had 
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only morbid anatomy^ now we hear of nothing but patho- 
logical histology. 

With regard to uterine haematocele. Here was a nugget 
of the largest size which remained practically undiscovered 
till a few years ago ! This is a remarkable subject for 
reflection, and shows us how carefully we should scrutinise 
our cases, for there may be some as great nuggets buried 
in the field of medicine even now, when we think the time 
for such gross discoveries is past. 

These great tumours must have existed in former times. 
What did physicians make of them ? I have read of the 
cure of large fibrous tumours in a week or two, of large 
ovarian cysts being dispersed in a very short time by 
some marvellous medicine. You will find among good 
authors plenty of such cures. No doubt some of these so- 
called tumours were hsematoceles, and would have disap- 
peared equally quickly without the imposing remedies. 



xvn. 

TABOYABIAS DROPSY. 

Thb subject of this lecture is a case of simple parovarian 
dropsy^ which has just been dismissed from '^Martha/' 
It is not^ in respect of the fluid drawn ofi^^ a perfectly 
characteristic example of the disease^ but it is on the whole 
very nearly so, and well worthy of your attention. 

In this region of the body there occur several kinds of 
cysts, besides the well-known fibro-cystic uterine disease, 
simple ovarian cysts, dermoid cysts, and the different 
kinds of multilocular dropsy of the ovary. There are the 
cysts sometimes named after FoUin, little blebs, which are 
frequently very numerous, scattered over the tubes and broad 
ligaments ; they are not discoverable during life. There are 
the metro-peritonitic cysts of Huguier, perhaps rather a kind 
of vesicular oedema than a true cystic formation ; these also 
have, as yet, no practical significance. There may be cysts 
of the ducts of Gartner. There is often observed in post- 
mortem examinations a little cyst hanging by a long stalk 
from the outer end of a Fallopian tube ; it corresponds with 
the hydatid of Morgagni in the testicle, and is the dilated 
closed end of the duct of Miiller, the part of which nearer 
the uterus is transformed into the tube and its infiindi- 
bulum. 

The parovarium in the female corresponds to the epi- 
didymis in the male ; and it consists of a series of tubules 
running from the hilus of the ovary along its mesentery 
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towards the neighbouring tube. In the disease^ of which 
we have had recently a fine specimen in '^ Martha/' one 
of these tubules is dropsical, distended with a thin fluid. It 
is said that the affected tubule is generally one of those 
most distant from the uterus. In most cases^ but not in- 
variably^ one tubule only is affected^ and tbe cyst is truly, 
anatomically^ unilocular. It has been observed to be bilo- 
cular in rare examples^ or even trilocular ; but^ in tbe disease 
we are now describings the cyst is never multilocular^ never 
proliferating. 

Some authorities say that cysts^ indistinguishable from 
the parovarian cyst during life, do occur in the ovary — 
simple serous ovarian cysts. I have seen many such, but 
never one that was of great practical importance from its 
size, never one that might be confounded with multilocular 
ovarian disease. The disease we are now considering is 
simple parovarian cyst. We are not at present concerned 
with complicated cases, or cases not simple, whether tbe 
compUcation be inflammation of the cyst, hemorrhage into 
it, or the occurrence of proliferation in a malignant form, 
such as Olshausen has recently described. 

Simple parovarian dropsy is an important disease, and 
very alarming, for it naturally excites suspicion of the 
presence of the terrible ovarian cystoma, or multilocular 
ovarian cyst. Twenty years ago, or even less, it was 
generally confounded with this disease, and there can be no 
doubt that many of the spontaneous or artificial cures of 
ovarian dropsy were not so, but really cures of this dis- 
ease — the simple parovarian cyst. It is spontaneously cured 
by rupture, during pregnancy, or apart from that state. It 
may, perhaps, be cured by absorption of the fluid. It is 
often cured by one tapping. But the present state of our 
knowledge indicates that an ordinary ovarian cystoma is 
never spontaneously cured, never entirely disappears. 
Ovarian cystoma is generally cured only by ovariotomy. Yet 
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there is no doubt that^ in some rare cases, an ovariaii cys- 
toma gets smaller^ its contents partially absorbed or inspis- 
sated ; it, indeed, is sometimes spontaneously virtually cured, 
but very rarely. 

Next to the truly unilocular condition comes^ as an im- 
portant feature of this disease, the character of the fluid. 
It is almost pure water, having a peculiar opalescence 
like that of lime water, or of a quinine solution. Very little 
or no albumen is found in it, but appropriate tests show 
the presence of the chlorides of sodium and potassium. In 
the sediment there may be occasionally detected cylindrical 
epithelial cells in the midst of other detritus. The specific 
gravity of the fluid is low, generally, as in our case, under 
1008; whereas that of ordinary ovarian dropsy is much 
higher, ranging from 1010 to 1025, or still more. In 
our case the fluid was not perfectly characteristic, but 
nearly so ; it had a yellowish tinge, probably from some 
slight mixture of blood with the fluid taking place a long 
time ago. It did not otherwise vary from the regular par- 
ovarian fluid. In a case which is not simple the fluid may 
have quite other characters, from the admixture of pus or 
of blood, or of both in various quantities. I have seen it 
like honey in consistence, and like cofiee grounds in ap- 
pearance. 

A parovarian cyst was, till recently, supposed never to 
attain a considerable size, seldom to be larger than a foetal i 

head ; and this was very misleading, for the dimensions may , 

be enormous. Here I show you one which is far larger 
than a gravid uterus at full term ; it would, indeed, easily 
accommodate several adult foetuses. 

The characters of a simple parovarian cyst which I have 
gone over are to be made out during life. After death, or 
after the removal of the cyst, you find other distinctive 
characters. The more important are the great elongation 
of the tube around the cyst, at least at its external part or 
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the part remote from the uterus. Another of the more im- 
portant characters is the easy peeling off of the peritoneal 
coat, or enucleation of the cyst proper from its peritoneal 
investing sac. In the case of an ovarian cystoma there is 
no peritoneal coat, and, if you try to tear off an outer 
albugineous coat, you merely strip off irregular patches, pro- 
ducing nothing like the easy separation of coats seen in the 
true simple parovarian cyst. 

Such is a sketch of the disease we have illustrated in the 
case of M. M., who has recently left the hospital—a disease 
which in her has been at a standstill for about three years, 
and has now at length, on account of its cumbersomeness, 
led her to seek its removal. 

The chief facts of the case are as follow : — M. M., aged 
thirty-nine, married, has had seven children and three mis- 
carriages. Her last pregnancy ended naturally five years 
ago, the delivery being completed by forceps. The catamenia 
began at seventeen years of age, and have been generally 
regular. Three weeks after her last confinement she observed 
that her abdomen was of the same size as before her delivery, 
and for two years it continued to increase. Since then she 
thinks it has been stationary. The abdomen is very large, 
semiglobose, distended from pubes to sternum. Over its 
anterior surface and well backwards towards the flanks 
there is absolute dulness on percussion. Over every part of 
the dulness, and in every direction, there is perfect fluctua- 
tion. The most prominent part of the belly is three inches 
above the umbilicus, and here the circumference is forty- 
two inches. At the umbilicus it is forty-one. The distance 
from the ensiform cartilage to the umbilicus is ten inches ; 
from the umbilicus to the pubes seven and a half inches ; 
from the umbilicus to the right anterior spine eleven inches ; 
to the left ten and a half. 

There is no fever or derangement of any kind. 

You will observe, — not a word of complaint. In truths 

o 
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the enlargement and the weight of 400 ounces of water pro- 
duced no symptoms proper; and it was plain the poor 
woman scarcely thought it worth while to have anything 
done for herself. She felt no need of relief. This absence 
of symptoms is a very important matter^ for it shows that 
this disease has no essential or necessary symptoms; and 
the same is true of ovarian cystoma. Many diseases have 
essential symptoms^ of which the most common is pain. 
Here we have none. Every case is not without symptoms, 
even varied kinds of suffering. But the utter absence of 
them in our case shows that their absence is no indication 
of absence of disease. 

While there were no symptoms^ the signs of disease 
were very distinct, and in a great degree distinctive. 
The short statement of the chief phenomena of this case 
that I have already given describes the signs. These signs 
enable us to diagnose the nature of the case. The direct 
diagnosis is, however, not so perfect as to enable us to 
dispense with the differential diagnosis or diagnosis by 
exclusion, but it is nearly so. It is only the direct diagnosis 
that I shall have time to make any remarks on to-day. 
The direct diagnosis enables us with considerable assurance 
to say — this is a case of simple parovarian cyst. The dif- 
ferential diagnosis justifies us in saying — this is not hydram- 
nios, not ascites, not chronic peritonitis with effusion, not 
ovarian dropsy, not tibro-cystic disease of the uterus, &c. 

The abdomen was greatly enlarged, and had a smooth 
hemispberoidal outline with no irregularities ; it felt as if 
full of fluid. These circumstances are consistent with 
unilocularity. It had a projecting, rounded, shaped^ not 
loosely flattened, form; there was no history of disease 
that might produce it, no evidence of peritoneal adhe- 
sions around it, no change of the area of resonance 
on changing the position of the patient — circumstances 
which indicate that the fluid is encysted. The repletion 
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of the cyst with a thin fluid was not made certain by 
its feeling as if full of fluid, but was made certain by per- 
fect fluctuation producible everywhere in it. The per- 
fection of the fluctuation in every direction, and the wave 
being easily produced from any part to every other part 
showed that the cyst was unilocular. Thus we diagnose 
an unilocular cyst full of thin fluid. But this does not 
complete the diagnosis. 

Before advancing I -frish to impress on you some very 
important matters regarding " feeling fluid^' and " fluctua- 
tion," terms which are generally misconceived and mis- 
applied. The true appreciation of these valuable signs will 
save you from many and frequent errors. 

Feeling fluid is a very common sign. It is often, in- 
deed generally, called feeling fluctuation; but it is quite 
another thing. When in the midst of inflammatory indu- 
ration you feel a soft fluid portion, you have a high degree 
of assurance of the presence of fluid ; but this assurance 
comes as much from the history of the softened part as 
from the actual sign. The history and the sign together 
may in many instances give you a high degree of assur- 
ance, approaching to certainty. The feeling alone is very 
deceptive, and it is when alone that you have to study it 
in order to make out its value. I know few more prolific 
sources of error than confidence in " feeling fluid.'' Dry 
tapping, as it is called, does not always show an error in 
the operator ; for he may have tapped while conscious of 
uncertainty as to the presence of fluid. But dry tapping 
is, after all, a common error. How often is an inflamed 
mamma incised when there is no abscess, but only the 
misleading feeling of fluid ? 

You should all carefully learn the invaluable sign 
*^ fluctuation'' in a case like the one we are now describing. 
You percuss or gently strike with a finger or fingers, and 
produce a wave, which your other hand or the fingers of it 

o 2 
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receive. It has to be distinguished firom a communicated 
impulse^ which may be transmitted through soft parts 
which contain no fluid. When you feel fluctuation, you 
have a valuable positive sign of fluid — an infallible sign. 
You must not say you think you feel fluctuation; for 
then you had better say you do not feel it. You either 
feel it or not, just as you feel the pulse or not. If you feel 
it, you do not say you think there is fluid ; you say, there 
is fluid. These important points I have no time at present 
further to insist upon. 

In the case before us, perfect fluctuation could be easily 
produced between any two parts of the cyst. This is another 
valuable sign. It shows that the cyst is unilocular — a 
single-chambered bag. Were there two or more large 
chambers, the fluctuation would not be perfect in every 
direction. The dissepiments between the chambers would 
arrest the wave more or less completely. 

Let us now consider what we mean by unilocular. I have 
told you that our parovarian cyst is unilocular. It is truly, 
or anatomically, or scientifically, or absolutely unilocular. 
Again, I have told you that by use of the sign, fluctuation, 
we have diagnosed its unilocularity ; but, in truth, we have 
not diagnosed its real or anatomical unilocular condition. 
We have only made out that it is surgically unilocular; 
unilocular for such purposes as those of the ovariotomist. 
Small cysts in the wall of the large cyst, or connected with 
it, would not damage the fluctuation sign of unilocularity. 
It is, therefore, only a surgical or conditional unilocularity 
that is shown by this sign. 

We tapped this cyst in the ordinary way, and drew off 
twenty pints of fluid. After tapping, we had another 
evidence of the unilocular character of the cyst. We 
could feel no cyst at all. It had not collapsed into a ball 
or mass, as it sometimes does, but lay so as not to be felt. 
I have felt such cysts after they have shrunk; but even 
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then not distinctly. After tapping, the bowels descended 
and filled the belly everywhere, resonance being produced 
on percussing every part. No coherent masses of bowels 
were felt, as is usual after tapping the fluid collected in a 
case of chronic peritonitis. 

I may here mention to you a rare dissection recorded 
by Professor Gairdner, which shows what happened to a 
parovarian cyst in one case. His patient had a large abdo- 
minal swelling, produced by a great cyst, which suddenly 
and unexpectedly burst, and the swelling disappeared. 
Sixteen months thereafter she died of Bright^s disease. 
Dissection revealed a small parovarian cyst, which was 
empty, and if distended might have equalled in size a 
foetal head. The place of rupture was made out by Dr. 
Coats, and was shown me by Professor Gairdner. Though 
the rupture was healed, the cyst had shrunk and had not 
re-filled. 

Tfie case illustrates the treatment of the disease. When 
simple, as in M 's case, it is often cured by one tap- 
ping. What becomes of the cyst we may guess from the 
state of it in Professor Gairdner^s case. I have tapped 
several such cases, where I have for years followed the 
patient, and found the cure permanent. 

But all parovarian cysts are, unfortunately, not suscep- 
tible of such easy and successful treatment. Complicated 
cases may even require an operation like ovariotpmy. I 
have seen several such operations, where there was extreme 
difficulty from adhesions, and from the thinness and lacera- 
bility of the sac. The proper treatment of complicated 
cases is not yet decided. 

In simple parovarian cysts your course is plain. By 
tapping and examining the fluid you complete your diag- 
nosis, you relieve the patient's and your own mind from 
fear of disease of a graver kind, and you hold out to your 
patient the prospect of complete and permanent relief. 
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RUPTURE OF OVARIAN CYSTOMA. , 

Of this accident we have recently had an example in 
" Martha*' Ward, and I shall commence the lecture by 
reading an account of it. 

S. L., aged forty-nine; married nine years; one child 
eight years ago. Catamenia began at seventeen, and ceased 
two years ago. No definite history of the present illness can 
be obtained. She says that she has been confined to her bed 
for three months ; has suffered for some time firom consti- 
pation, and also from vomiting. Has not noticed any lump 
in her abdomen. Is emaciated. 

When admitted, suffering from constant vomiting of a 
dark-green fluid. Countenance pinched and anxious. Pulse 
small and feeble, 132. Temperature 99°"6. Lies on her 
side ; legs drawn up. Breath has smell of new-mown hay. 
Has frequent eructations. Belly very prominent and tight ; 
measures at umbilicus 35^ inches, is resonant in nearly 
every part, presents fluctuation beneath the umbilicus from 
side to side. Brim of pelvis occupied by great fulness and 
hardness, as felt per vaginam. 

Ordered to be fed with iced milk and beef-tea ; to have 
hypodermic injections of morphia to allay pain ; and to 
have a careful trial of the best means for subduing 
vomiting. 

She was hopelessly ill — indeed, almost moribund on 
coming to the hospital ; and she died four days after 
admission. 
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Post-mortem, fifty 'five hours after death, — Body somewhat 
wasted. Rigor mortis well marked. On opening the belly, 
air at once escaped, subsequently followed by a yellow pus- 
like fluid. At the lower part of the belly was a large 
tumour, filling this part and the whole of the pelvis. Above 
the tumour was a cavity from which the greater part of the 
fluid escaped. This cavity had for walls the anterior part 
of the small intestines at the back; the omentum and 
abdominal walls at the front ; above, the transverse colon. 
This cavity was clearly marked off* by firm adhesions from 
the rest of the peritoneal cavity, and was larger in size than 
a man's head. The small intestines were to the left of the 
cyst. Liver, spleen, stomach, and intestines all matted 
together by old adhesions. Stomach and intestines natural 
on mucous surfaces. Liver pale, friable, fatty. Kidneys 
small; capsules somewhat adherent. Cortex of natural 
breadth, but pale and indistinct ; pyramids pinkish. 

On lifting up the cystoma at the bottom of the belly there 
was seen in a cyst to the right, overhanging the linea 
innominata, a gaping aperture the size of a florin, commu- 
nicating with the cavity in the peritoneum described above. 
The fluid flowing from the burst cyst was dirty-yellow, like 
a mixture of ovarian fluid and pus. Around the orifice the 
tissue of the cyst was in a sloughing condition for a con- 
siderable distance from the margin. There were old adhesions, 
between the body of the uterus and the large mass of the 
cyst, springing from the left ovary. The cysts were ordinary 
ovarian cysts, the largest being about the size of a cocoa- 
nut, holding gum-like or honey-like fluid; in some the 
fluid was thinner. Bight ovary natural. Bladder somewhat 
injected. Uterus natural. Vagina mauve-tinted. 

Here was a remarkable and very interesting case. You 
observe the symptoms and signs were, very quick pulse, 
temperature slightly elevated, uncontrollable vomiting and a 
tympanitic aMomen, no tumour to be felt except by vaginal 



200 RUPTURE OF OVARIAN CYSTOMA. 

examination^ and then only hardness in the brim of the 
pelvis^ suggesting little more than the idea of a tumour. 
With these signs, and an imperfect history, the diagnosis 
was extremely difficult or insecure ; and when I said " I 
fancy this is a case of burst cyst/' it was more a conjecture 
than a diagnosis. It tamed out to be thus far true ; but, 
in some other respects, my ideas respecting the case were 
not altogether correct, for I believed her to be dying from 
peritonitis acutissima, as a consequence of the bursting of 
a cyst. What were the signs which led me to this last 
conclusion? They were an extremely distended tympanitic 
abdomen, with intense tenderness, and distressing uncon- 
trollable vomiting. But, if you have followed the account 
of the post-mortem examination, you will have seen there 
was no acute general peritonitis, for there were extensive 
old adhesions which had nothing to do with death, but 
which had an important influence on the progress of the 
case, limiting the difiusion of the irritating escaped ovarian 
fluid and the consequent peritonitis. The ovarian cyst was 
lying in a peritoneal abscess, the parts around being matted 
together by recent lymph, forming a great abscess cavity, in 
the bottom of which lay the ovarian cyst, nearly the size 
of a man's head. You observe she had an intra-peritoneal 
abscess as the result of this rupture. The old adhesions 
saved her from acute diffuse suppurative peritonitis. 

She did not die from peritonitis, nor from this peritoneal 
abscess, but from putrefaction of the sloughing cyst and its 
contents, which developed a quantity of gas in the sac of 
the abscess, and thus gave rise to a form of abdominal 
tympanitis. Now this is not an ordinary condition, and 
the inquiry is suggested : Why should a slough which is 
under antiseptic conditions putrefy ? This is probably from 
the neighbourhood of the bowels; and there are many 
analogous cases. I have seen the same result in a case of 
pelvic haimatocele, when probably nothing had been eff'used 
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into the peritoaeum except pure blood : but we must 
dismiss this subject. Our patient died of septicsemia^ her 
blood becoming poisoned by the absorption of putrid matter. 
The intensely strong smell of newly-mown hay from the 
breath was indicative of this, as well as the whole progress 
of the case. The mere burst cyst and the intra-peritoneal 
abscess do not account for the case. She might have made 
good her recovery had there not been septicaemia. 

Ruptures occur frequently in women, in the lower 
abdomen, and especially during the child-bearing period of 
life. First, there is the periodical rupture of the Graafian 
follicle, from which escapes the ovum, the fluid of the vesicle, 
and possibly a little blood ; the rupture being suflSciently 
large to admit the extremity of a good-sized probe. This 
is a physiological rupture ; but pathological ruptures in this 
situation are not uncommon. There occurs rupture of the 
ovary itself, a lesion which has occasionally led to fatal 
results ; the ovary being found split open as though it had 
been incised by a dissecting knife. Well-known ruptures 
occur in the uterus in connection with delivery. There 
happens also occasionally, during delivery, a curious rupture 
of the peritoneum covering the uterus, which is, as yet, 
inexplicable : a beautiful example of this has been shown 
to me at this hospital by Mr. Butlin. Then, during 
pregnancy, there has been observed erosion commencing in 
the peritoneum, and penetrating a large uterine sinus, 
resulting fatally by peritoneal haemorrhage. Also, a vein in 
the broad ligament may give way, just as a varicose vein in 
the limbs does. This is said to be the result of ulceration 
produced by a phlebolite, and the consequence is escape of 
blood. Another rupture is that of the Fallopian tube in 
extra-uterine pregnancy. I am sure that the rupture of 
small serous cysts in the ovary is quite common. Some- 
times a small ovarian cystoma, not larger than an orange, 
will rupture. I have myself seen an example of this. A 
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woman was found lying dead in the road^ supposed to have 
been ill-used ; a judicial examination was made^ and death 
was found to have been due to haemorrhage from the rupture 
of such a cyst. Then^ frequently^ small cysts situated on 
the surface of larger ones burst ; as may often be observed 
when ovariotomy is performed. 

What I have more particularly to speak of is the bursting 
of a large cyst^ of which so good an example has formed 
the basis of this lecture. Rupture of such a cyst may 
be produced by ulceration^ but this is probably rarely a 
cause^ the influence being generally mechanical; either 
distension by bloody pus^ or ovarian fluids or external 
violence. It may occur from handling a cyst, without 
such rudeness as is called violence. In some cysts the 
walls are very thin, and they become softened by inflam- 
mation, or fatty degeneration, or sloughing, so as to be 
rendered excessively lacerable. This teaches us that ovarian 
cysts should always be very gently handled. I have seen a 
cyst so frail that slight pressure at one part made it burst 
at a remote part. The case just read was one of rupture 
by ulceration and sloughing ; and we have lately had the 
sudden death by peritonitis of a woman who was waiting 
to be operated on by ovariotomy, and in her the rupture was 
by ulceration, a round hole of the size of a sixpence being 
found after death, looking as if it had been punched out. 

If the cyst bursts, what results ? The woman may bleed 
to death, if bleeding into the cyst be the cause of rupture. 
Rupture of a cyst probably always produces a certain 
amount of peritonitis, generally of a kind of which little is 
known. If a cyst burst the fluid of which is quite bland, 
often no pain is produced, but probably this low form of 
peritonitis which may last a long time without even i»o- 
ducing adhesions. The peritoneum is red and raw-looking, 
sometimes with large areas which appear covered with a 
granular lymphy deposit. This peritonitis produces friction 
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which may be sensible to the hand and ear; and the 
granular condition may even be felt when the abdominal 
wall is very thin. 

But if the fluid be mixed with pus or with old grumons 
bloody then probably acute peritonitis. will arise and rapidly 
supervening death. 

The case before ns illustrates another danger^ that of 
septicaemia. It occurred in connection with a vast perito- 
neal abscess in this case ; but septicsemia may be caused in 
another way. If the cyst burst into the bowel, generally 
relief follows; but occasionally, from regurgitation and 
extravasation of feculent matters into the cyst, chronic sep- 
ticaemia is set up, the woman dying very slowly. I know of 
cases, well recorded, where women have lived for years after 
an accident of such a kind, where at least gases from the 
bowel entered the cyst. I have never myself seen such a long 
survival, but ordinary air is frequently admitted by misadven- 
ture into cysts during tapping, without any harm accruing. 

The results of burst cyst depend greatly on the character 
of the fluid effused. If it be pure blood it will not neces- 
sarily excite acute general peritonitis; if it be thin and 
bland ovarian fluid it will do little harm. It is alleged 
that, if it be very thick and viscid, it will cause acute 
peritonitis; but from several examples, verified by post- 
mortem examination or observed during ovariotomy, I can 
say that this is, at least often, not the case. K, however, 
the fluid be pus or grumous blood, or contain them, for a 
certainty acute peritonitis will arise, and speedy death follow 
unless ovariotomy be at once performed. 

The escaped fluid generally passes freely among the 
bowels, but not always ; for its progress may be restrained 
by old adhesions as in our case ; or it may be so viscid as 
not to become diffused in the abdominal cavity, but dis- 
place the bowels as if it were itself a tumour. 

When the fluid is in the peritoneal cavity it may be 
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easily diagnosable as free fluid, if it is in large quantity. 
Sometimes it would appear to become inspissated, the 
watery part only being absorbed. Viscid fluid, after extra- 
vasation into the peritoneal cavity, is often diflScult of diag- 
nosis as free fluid, for it may displace the bowels as a tumour 
does. 

All I have said is on the supposition that the cyst 
bursts into the peritoneum. But not very rarely it ruptures 
into some of the mucous passages. Generally this is made 
plain by the escape of the ovarian fluid from the body, and 
by the diminution of the size of the cyst, but it may occur 
so insidiously as not to be discovered by the physician. 
Such ruptures into the bowel have never been healed, so 
far as I know. I have known and put on record a case of 
burst cyst, where the fluid was discharged per vaginam, 
and where, long afterwards, on ovariotomy being performed, 
no adhesion of the cystoma to the pelvic organs was dis- 
covered. The rupture must have healed. The same healiug 
occurs in many cases of a cyst bursting into the peritoneum, 
the cyst refilling and rebursting, sometimes repeatedly. 
But occasionally the aperture in the cyst remains widely 
open, as is sometimes finely seen when the fluid is viscid 
and distends the opening in the cyst while it is exposed to 
view, in ovariotomy or in a post-mortem examination. 

Ovarian fluid may be quickly absorbed from the peri- 
toneal cavity, and sometimes seems to be discharged from 
the system, by the kidneys or by the cutaneous surface. 
It is doubtful whether the peritoneum can absorb the very 
viscid fluids. Certainly in some cases viscid fluid lies in 
the abdomen for months or years, apparently slowly accu- 
mulating rather than disappearing by absorption. 

The practical importance of rupture of an ovarian cystoma 
is very great. Bleeding into a cyst, no longer restrained 
by the resistance of the cyst-wall, may go on into the 
peritoneum to prove rapidly fatal. The escape of irritating 
fluids from a cyst may induce difi'use peritonitis, or, as in 
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our case, extensive peritoneal abscess. Further, septicaemia 
may be produced by intra-peritoneal putrefaction, as is 
also exemplified in the case before ps. 

Diagnosis may be rendered difificult if not impossible, 
especially if the history of the case be not fully known. 
With a full history the diagnosis will probably be easy, for 
then the fluid lying fi'ce in the abdomen will not likely be 
mistaken for ascitic fluid or for a collection of fluid in a 
case of chronic peritonitis, as otherwise it might well be. 

You know that, in all operations, you are advised to go 
over the diagnosis once more just before you begin. In 
none is the value of this more frequently exemplified than 
in ovariotomy and ovariau tapping. I have been on the 
point of tapping a large ovarian cyst, when I discovered 
that it had ruptured, that there was no distended cyst, 
but an abdomen filled with the escaped fluid (which was 
subsequently rapidly absorbed). I have seen a case in 
which ovariotomy was just about to be done, in which it 
was unexpectedly found that the cyst was tympanitic, a' 
large communication (as the autopsy too soon showed) 
having formed between the chief cyst and the great intestine 
at its sigmoid flexure. 

Rupture of ovarian cystoma does not always prevent 
ovariotomy. Sometimes, indeed, as I have already said, 
it demands immediate interference. Sometimes it only 
leads to delay of the operation, as was the case in the 
instance of intended tapping which I have just noticed ; 
and as in a case of bursting and evacuation of fluid through 
the vagina which I have also mentioned in this lecture. 
Sometimes this bursting, when it takes place into the bowel, 
prevents ovariotomy altogether; at least I know no case in 
which ovariotomy has been successfully done or even 
deliberately attempted when a communication between 
bowel and cyst existed. This complication presents diffi- 
culties which the great ingenuity of our operators has not 
yet vanquished. 
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Finally, rupture of ovarian cystoma is an accident^ the 
risk of which must be considered in deciding the very 
important question, — When should ovariotomy be done? 
Few of you may ever become ovariotomists, but probably 
all of you will be called to assist in the decision of this 
important question, and you must not neglect this element 
in arriving at a conclusion. Some ovariotomists prefer 
operating on young, robust women at a comparatively early 
period of the disease, before the cyst gets very large. 
Other ovariotomists prefer operating on women when the 
cyst is comparatively old and large, and when their health, 
if not positively injured, is at least in a very degraded 
condition — when they are wasted and oppressed with the 
disease. The question is a very difficult one ; to be decided 
by experience and according to the merits of each individual 
case. It is a question into which considerations of humanity 
as well as of surgery enter largely. You must not look 
upon your patients as mere cases. The mere case is only 
a part, an exclusively surgical part, of the whole. You 
must advise your patient, remembering, if not strictly 
obeying in every case, the grand precept to do to others as 
you would be done by. Now a consideration of humanity 
does, I know, powerfully affect ovariotomists. They are 
unwilling to subject a woman who may live happily for a 
year or even years to the risk of death within a few days 
from ovariotomy ; while, in the case of a woman exhausted 
by the disease, whose life is not worth many days' or 
weeks' purchase, they have no such scruple. In the final 
decision of this important question of when to perform 
ovariotomy, the danger of rupture of ovarian cystoma must 
have a weighty part. Had we had means and opportunity 
of foreseeing the accident which happened to our immediate 
patient, we should not have hesitated to recommend early 
interference by excision of the tumour. 



XIX. 

PROCIDENTIA UTERI. 

The subject of this lecture is one of the most important 
among the diseases of women — Procidentia of the Uterus. 
It is of the simplest kind^ nearly purely mechanical^ quite as 
much so as a dislocation of the shoulder^ or a hernia. 
There are a variety of other views held which may be called 
vital^ connecting it with some diseased condition as a cause^ 
but I am satisfied that it is mainly mechanical. In the 
descent of the uterus there is a variety of degrees, The first 
is generally called descent; it is the slightest degree. The 
second is prolapsus^ in which the neck of the womb is near 
the orifice of the vagina. The example before us is, how- 
ever, in the most important degree, procidentia, a falling 
forth from the body. 

When the patient came to us the womb was not proci- 
dent, it was merely in a condition of prolapse, lying on 
the perineum, not outside the woman's body. But if she 
walked about, or made any eflfort, it came outside ; there- 
fore it is classed among the cases of procidentia of the 
womb. 

Now, what makes a woman's womb fall out of her 
body ? To investigate this, we must inquire what keeps 
it in its place. The most important cause is the pressure 
relations of the abdomen. The womb floats. Suppose in 
the corpse of a healthy female you open the abdomen, the 
womb is then always found in a state of descent, because 
the destruction of the entirety of the abdomen robs it of its 
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support. Before the abdomen was opened the uterus was 
iti its normal position, the fundus about on a level with the 
brim of the pelvis. 

If I were to ask a first year's student what keeps the 
womb in position^ he would at once answer — the liga- 
ments. The idea, is, however, quite an erroneous one ; the 
term ligaments as applied to the utero-sacral, the utero- 
vesical, the round and the broad ligaments, is a most un- 
fortunate one. They are not ligaments at all. If they 
were they would prevent the womb from moving, whereas 
their function is to give it unlimited motion. They 
stretch and give to any extent, if a due amount of time is 
allowed. The next force which is said to keep the uterus 
in place is the perineum, and the state of this is a very im- 
portant matter in the case of procidentia. In a healthy 
woman the labia are separated only by a line, and between 
their junction posteriorly and the anus is a considerable 
space, the perineum proper. In procidentia it is quite 
different; instead of the labia majora meeting one another, 
there is a great gaping orifice, into which you might put 
your fist; through this the womb is easily protruded. 

It is generally and erroneously stated that rupture of the 
perineum during childbirth is a great cause of procidentia. 
There is a wide difference between causing and facili- 
tating an event. If you were to take a healthy woman and 
put a knife in at her anus, and bring it out at the four- 
chette, the womb would not alter its position. How do 
we know this ? Because Nature has demonstrated it by 
experiment. I have seen many cases where even the 
recto-vaginal septum was torn through, and there has not 
in any of them occurred a prolapsus of the womb. There- 
fore rupture of the perineum has nothing whatever to do 
with causing procidentia. But it has to do with facili- 
tating it. 

The birth of a child over the perineum may be compared 
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to the birth of the womb over the perineum. In child- 
birth the first thing that occasions waiting is the opening 
of the mouth of the womb ; the next is the distension of 
the rigid perineum. Take^ however, a woman who is not 
only a multipara, but whose perineum has been lace- 
rated ; as soon as the head of the child gets through the 
OS uteri, there is nothing to stop it. So it is with the 
womb when it reaches a state of prolapsus ; the perineum 
having been torn there is nothing to stop it, it is outside at 
once. 

Procidentia is therefore more likely to occur to a mul- 
tipara than a primipara, but even a virgin may suffer 
from it, and I have seen it before menstruation has com- 
menced. Of the peculiarities of this procidentia in early 
life I have no time to speak to-day. 

In the case before us we had to consider the state of 

the perineum. It did not show much sign of laceration. 

But on examining the parts I had occasion to comment 

upon a statement of the woman. She asserted herself 

to be a virgin, and yet I am satisfied that she has had at 

least one large child. I had no discussion with her, for 

whatever she might say would not alter my opinion. And 

these are the reasons for my decision : — First, I found in 

her abdomen, above Poupart^s ligament, on either side, 

riband-like cracks in the skin. These are seldom produced 

in that part by anything but pregnancy, and must not be 

confused with the silvery lines often seen, and which own 

the same cause. This was sufficient to arouse suspicion. 

But there was another and more important sign. In a virgin, 

the orifice of the vagina should be partially closed by the 

hymen. When a woman has sexual intercom se the hymen 

is not destroyed j it is only lacerated in one or more places ; 

and even in a woman who has had an abortion, the segments 

of the hymen are still manifest. But after a child at fiill 

term the hymen is very much injured ; a few bits may 
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remain^ but rarely more. In this woman there was no 
hymen at all, so we may fairly infer that she has given birth 
to a child of considerable size. 

So much for the causation of procidentia ; a few words 
as to the anatomy. I shall only, to-day, give it so far as it 
is illustrated in the case before us. 

And the first point to notice is this — that the disease is 
called procidentia of the womb, and if you allow the name 
to guide you as to its anatomy, you will form a most 
erroneotls idea of the disease. In such a disease as that 
we are discussing there is procidentia of the womb, vagina, 
bladder, part of the rectum, of the ovaries, of the bowels, 
of the liver; and probably everything falls down — indeed, 
as the case of this woman illustrates, the womb is generally 
the organ that notably refuses to go down, and the disease 
might be called procidentia of any organ as truly as of 
the womb. 

The common idea is that the whole womb protrudes 
beyond the vulva. This is, however, not often the case ; 
generally there is tensile elongation of the neck of the 
womb, the fundus remaining within the pelvis. The ute- 
rine probe passes in five inches instead of two and a-half, 
as in the case we have under consideration. The organ, 
therefore, that chiefly refuses to descend is the womb, and 
yet it gives the name to the disease. It is of great import- 
ance for you to know the ordinary anatomy of this disease. 
Almost invariably the bladder comes down. It is so closely 
connected to the uterus that, as the neck descends, it pulls 
the bladder down with it. The bladder will be found 
in front of the anterior cervical lip — not invariably so, 
but I have never seen a case without it. The vagina is 
inverted. As regards the rectum, it is seldom found down ; 
sometimes a little pouch is formed in it anteriorly, which is 
of extreme importance in connection with diflSculty of de- 
fsecation. In this woman there was no descent of the 
rectum. 
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To the patient the symptoms are most important, and 
they form a matter to be very carefully considered in con- 
nection with doctrines now entertained regarding displace- 
ments of tlie womb.* I have no intention here of expressing 
any opinion regarding uterine displacement doctrines gene- 
rally, except that procidentia has a most important bearing 
on these doctrines, which say that the slightest change of 
position, a little curve, gives rise to the gravest symptoms. 
Now procidentia is a displacement of the most extreme kind, 
and what symptoms does it produce ? Frequently none at 
all. The uterus of the woman of whom I am speaking 
was not only procident, but it was acutely retroflected. 
Here was a displacement of the most aggravated kind, and 
yet the patient complained hardly at all of pain ; her trouble 
was that the womb fell outside when she walked ; it was 
the mechanical inconvenience which disgusted her. One 
has only to look at the woman, to see that she is in bloom- 
ing health. Most women, however, do suffer greatly from 
dragging pains in the groins, hips, and thighs, and from 
difficulties in urinating and defsecating. 

If the disease be mechanical, so must the treatment be 
mechanical. You would not treat a dislocation of the 
shoulder by administering medicines. 

The case before us was not one of an aggravated kind. 
When the woman was lying down the disease was cured. 
The pressure relations of the abdomen became at once 
changed. If we knew — some day we may — some method 
of influencing these pressure relations of the abdomen, we 
might cure this disease by such means. If fat occur in 
the anterior wall of the abdomen and not in the omentum, 
the womb is generally found high up. We do not know 
yet how to produce fat in this situation, so we must resort 
to simpler methods. 

One of these is a pessary. Certain shapes take fixed 
points on the walls of the pelvis, and by their aid form a 
shelf on which the womb rests, and cannot get beyond. 



212 PROCIDENTIA UTERI. 

Among such is the disc and stem pessary, and the Zwanck 
instrament. 

Another method, and one especially applicable to un- 
married women, or after the child-bearing period, is to 
nearly close the orifice through which the womb comes out, 
not strictly to restore the perineum, for it may be anatomi- 
cally entire, but what is termed episioraphy. When the 
operation is finished, the mouth of the vagina is contracted, 
and there is no great gaping orifice. So long as it keeps 
like this, the womb cannot come out. And this operation 
cures a great many cases. 

I may mention the case of a nurse in the Royal Infirmary 
of Edinburgh. I need hardly say that few occupations 
could be worse for procidentia than that of a hospital nurse. 
The operation of episioraphy was performed upon her, she 
was cured, and she retained her situation for some years; 
she then married a second time, and had two children. The 
child-bearing destroyed all the renewed perineum ; the womb 
came down again. She once more became a widow; I 
operated again, and she is at the present time a nurse in 
the Royal Infirmary, and has been so for many years, 
without any procidentia whatever. 

A third method is the T bandage with perineal pad, 
which is very valuable in a case of this kind as an adjuvant. 
Suppose that the door behind me is open, and I stand in 
the doorway. I cannot prevent you from crowding out ; you 
will push by me on one side or the other. So it is with 
the gaping orifice of the vagina, the T bandage will not 
prevent the womb from forcing its way out on one or other 
side of it. Episioraphy is equivalent to shutting the door. 
Then the T bandage acts like the hand placed against the 
other side of the door, it exerts a force which counteracts 
the pressure from within, and forbids passage to anything. 

Difficulty in curing, or keeping replaced, varies with 
variations of one condition — namely, the amount of down- 
ward pressure of the displaced parts that has to be overcome. 



INDEX. 



i» 



»« 



9t 



>» 



A BNORMAL pelTia, 12 
-^^ Abortion, imperfect^ 2 
Abortion, missed, 1 

of peritonenm, 200 
threatened, 1 
Abfloeas, parametric, 70 
perimetric, 55 
perioophoric, 39 
Aching kidney, 95 
Adenoma of ntems, 178 
Adenomatous polypus, 178 
Adhesive perimetritis, 57 

,, perioophoritiii^ 46 
After-pains, 134 
Albuminuria, 99 

„ in pregnancy, 100 

Amenorrhoea and Cutty liver, 145 
Anatomy of procidentia, 210 
Ascites with cancer, 176 
Astringent lotions, 33 
Atrophic induration, 68 



BANDAGE, pelvic, 94 
„ T-, in proddeatia, 212 
Bladder, absent, 118 
dilated, 115 
examination of, 119 
irritalle, 108 

„ diagnosis of, 104 
Blood in peritoneum, 1^3 
Burst cyst» 198 



>» 
>> 



pALLIPERa nae oC 12 

^ Cancer of bladder, 118 

Cancer and inflammation of womb, 82 

,, of body of uterus, 167 
Caruncle of urethra, 105 
Catarrh, chronic, of cervix uteri, 27 

,, of cervix, treatment of^ 33 
CellulitiB pelvic, 51 
Cervix uteri, catarrh of, 27 
Child-bearing, signs of, 209 
Cholaemia and uremia, 156 
Chronic parametritis, 75 



»» 



i» 



Coocygodynia^ 84 
Coccyx, amputation of^ 89 
dislocation of^ 87 
inflammation of, 84 
Contracted pelvis, frequency of, 16 

,, „ kinds of^ 13 

Contractions^ uterine, in menstroatiaii, 

133 
Convulsions with uterine fibroid, 165 
Conjugata vera, measurement o^ in 

practice, 25 
Cyit of urethra, 117 

of ntems, 190 



99 



T\EATH ^m uterine eanoer, 175 

■^ Decidua, separated, 2 

Decubitus in parametritis, 74 

Degeneration of glands in pregnancy, 
147 

Diagnosis, 186 

„ of eanoer of body of womb, 
174, 177 

of luematocele, 185 
of irritable Uadder, 104, 111 

Dilated bladd^, 115 

Dislocation of coccyx, 87 
,, of sacrum, 91 

DysmenorrhoBa, 96 

spasmodica, 131 

with imperfect uteros, 1 38 

with nterine fibroid, 135 

Dyspareunia, 42, 123, 129 



f9 
f» 
»» 



■pMPHYSEMA of liver, &c., 155 
■^ Endometritis after abortion, 3 
Endometritis causing abortion, 3 

„ corporis, 44 

Ergot in uterine fibroid, 161 
Examination, bi'mannaJ, 39 



FACES, retention of, 168 
Feeling of fluid, 195 
Fibroid, uterine, with dysmenorrboBa,153 



2T4 



INDEX. 



FibnxiH tamour of aterus, 157 

FiBsure of hymen, 125 

Fistula, intestino- vesical, 171 

Flexion and dysmenorrboea, 136 

Flactaation, 195 

Fluid, parovarian, 192 

Foetus, life of, in miscarriage, 152 

,, papyraceus, 2 
Follin, cysts of, 190 
Forceps, reflections on use of, 24 
Fracture of sacrum, 90 



GLANDS degenerate in pregnancy, 
147 



TT^MATOCELB, 55, 182 

*-*- Haemorrhage from imperfect 

miscarriage, 3 
Fcart, disease of, in pregnancy, 11 
Hepatic disease in gynsecology and 

obstetrics, 144 
„ „ in pregnancy, 145 

History of liiematocele, 180 
Huguier, metro-perilonitic cysts of, 

190 
Hydatid of Morgagni, 190 
H> dronepbrosis, 101 
H} men, lupus of, 126 

„ hypertrophy of, 126 
Hypertrrphies of b}men, 126 
Hypoplasia of uterus with dysmenor- 
rhoea, 138 



ICTERUS gravis iu pregnancy and 
after it, 150 
Imperfect abortion, 2 
Incontinence of urine, 110 
Inflammation and cancer of womb, 82 
Intestine vesical fistula, 171 
Irritable bladder, 108 

,, uterus, 51 
Irritation, ovarian, 37 



JAUNDICE in pregnancy, 149 
^ „ in puerperal state, 149 

Joints of pelvis, relaxed, 92 



TTIDNEY, aching, 95 



T ABOUE, missed, 6 
-^ ,, with vaginismus, 124 
LabourR, first and subsequent, com- 
pared, 23 



Ligaments of uterus, 208 

,, sacro-sciatic, inflammation of, 86 
Liquor amnii, absorption of, 9 
Liver and suppiession of menses, 145 
,, cirrhosis and menorrhagia, 145 
,, disease in pr^nancy, 145 
,, fatty and amenorrhoea, 145 
Lupus of hymen, 126 
of vulva, 130 



»» 



lyTACERATION of fcetus, 9 
.Lfi Menorrhagia and cirrhosis, 145 
Miscarriages and life of foetus, 152 
Missed abortion, 1, 162 

,, labour, 6 
Morgagni, hydatid of, 190 
Mucus, cervical, in uterus, 133 

„ retention of, 133 
Mummification of foetus, 9 



XTARCOTICS in dysmenorrhoea, 140 
-»-" Neuritis, 75 



OBSTRUCTIVE dysmenorrhoea, 131 
Osteo-malacia, 20 
Osteo-sarcoma of sacrum, 19 
Ovarian cystoma, rupture of, 198 

,, irritation, 37 
Ovariotomy, delay of, 205 
Ovaritis, 36 

,, kinds of, 36 
,, treatment of, 48 
Ovary, cirrhosis of, 42 

simple cysts uf, 43 



»» 



pAINFUL sitting, 81 

^ Painless parametritis, 76 

Parametritis, 49 

„ forms of, 68 

,, remote, 73 

Parovarian dropsy, 190 
Pelvic cellulitis, 51 
Pelvimetry, 16 
Pelvis, abnormal, 12 

,, generally contracted rickety, 21 
Perimetric abscess, 117 
Perimetritis, 49 

adhesive, 57 
kinds of, 57 
remote, 64 
serous, 60 
Perineum in procidentia, 208 
Perioophoric abscess, b9 
Perioophoritis, adhesive, 46 
Peritoneal fluid, 176 
Pessary in procidentia, 212 



>> 
t* 
$t 
»> 



INDEX. 



215 






>> 



Phlegmon, parametric, 54, 68 
Polypus, adeDomatous, 178 

„ with uterine fibroid, 161 
Pregnancy, end of, 6 

protracted, 6 
vomiting in, 147 
Pressure a cause of renal and hepatic 
disease, 146 
positive and negative in uterus, 
132 
Procidentia, treatment of, 211 

„ uteri, 207 

Protracted pregnancy, 6 
Puerperal state with jaundice, 149 
Pyonephrosis, 101 



RKCTUM, cancer of, 168 
„ scybalum in, 169 
Relaxation of pelvic joints, 92 
Remote parametritis, 73 
„ perimetritis, 64 
Retention of faeces, 168 
of mucus, 133 

of urine in cancer of womb, 
170 
Retentive power of uterus, 132 
Retraction of thigh, 74 
Retro-uterine hsematocele, 185 
Rickety, generally contracted pelvis, 21 
Rupture of ovarian cystoma, 198, 202 
of parovarian cyst, 1 97 



»> 



)) 



»» 



Q ACRUM, dislocation of, 91 
^ „ fracture of, 90 

,, osteo-sarcoma of, 19 

Saprsemia, 175 
Sarcoma of uterus, 178 
Scybalum in rectum, 1 69 
Septicaemia from burst cyst, 200 
Serous perimetritis, 60 
Shrinking tumours, 162 
Sitting, painful, 81 



Slough of cyst, 200 
Spasmodic dysmenorrhop/a, 131 
Spondylolisthesis, 91 
Spreading of abscess, 71 
Stricture of urethra, 106 
Systems in medicine, 29 



rpHREATENED abortion, 1 
-^ Treatment of dysmenorrhoea, 142 
Treatment of haamatocele, 187 
„ of parametritis, 79 
„ of pyonephrosis, 103 
Tumours which shrink, 162 
Twins, abortion of one of, 2 



ULCER, malignant, of body of uterus, 
179 
Ulceration of body of uterus, 179 

„ of womb, 27 
Unilocular cyst, 192 
Uraemia and cbolaemia, 156 

,, with uterine fibroid, 165 
Ureters obstructed by a fibroid, 164 
Urethra, stricture of, 106 
Urine, retention of, 170 

,, with air and faeces, 171 
Uterine hypertrophy in imperfect 

miscarriage, 5 
Uterus, cancer of body of, 167 
„ irritable, 51 
„ ulcer of, 27 



TTAGINISMUS, 121 
^ y, in labour, 124 

Virginity, absence of, 209 
Vomiting of pregnancy, 147 



WHITES, 81 



ZINC-ALUM in uterine cervical 
catarrh, 34 



THE END. 



rKINTBD BY BALLANTVNB AND HANSON 
LONDON AND EDINBURGH 



» 




London, New Burlington Street, 
November, 1879. 




SELECTION 



FEOM ; 

J 

I 

J. & A. CHUKCHILL'S 



General Catalogae 



coHFBisnra 



ALL KECEXT WOEKS PUBLISHED BY THEM 



ox THS 



ART AND SCIENCE 



ov 



MEDICINE 



n 



INDEX 



FAGS 

Acton on the ReprodnctiTe Orgms . 8 
Adams ( W.) on Clabfoot . . .6 

— (W.) on Contraction of Fin- 

gers, Su:. . . .6 

— (R.) on Kbenmatic Goat . 19 
Allingham on Diseases of the Bee- 

tam 7 

Aoaiomical Remembrancer • . 11 
Andenon (McC.) on Eczema . . 20 
Areling's Influence of Posture . . 14 
Balfonr's Diseases of the Heart . 17 
Bantock's Rnptnre of Perinenm . 14 
Barclay's Medical IKagnosis . . 12 
Bacnes* Obstetric Operations . .14 

— Diseases of Women • • 14 
Beale's Microscope in Medicine . 11 
Bellamy's Oaide to Surgical Anatomy 10 
Bennetts Winter and Spring on the 

Mediterranean . .17 

— Pulmonary Consumption • 17 

— Nutrition . . . .18 
Berkart's Asthma . . .16 
Bigg's Orthopraxy . . • .6 
Binz's Elements of Therapeutics . 12 
Black on the Urinary Organs • . 8 
Blakiston's Clinical Reminiscences . 11 
Bose's Rational Therapeutics . • 11 

— Recognisant Medicine . • 11 
Bradley's Lymphatic System • 15 
Braune's Topographical Anatomy . 11 
Brodharst's Orthopaedic Surgery • 6 
Bryanfs Practice of Surgery . . 4 
Backnill and Take's Psychological 

Medicine . . . .21 

Burdetf 8 Cottage Hospital . . 15 
Burnett on the Ear .... 6 
Buzzard on Syphilitic Nervous Affec- 
tions . • . . . .8 
Carpenter's Human Physiology . . 9 
Carter (W.) on Renal and Urinary 

Diseases 8 

Charteris' Practice of Medicine . 11 
Clark's Outlines of Surgery . • 4 

— Surgical Diagnosis . . 5 
Clay's Obstetric Surgery . . .13 
Cobbold on Parasites . • .20 
Coles' Dental Mechanics • • .23 
Cormack's Clinical Studies . . 12 
Cullingworth's Nurse's Companion . 15 
Curling's Diseases of the Rectum • 7 

—^ Diseases of the Testis . 7 
Dalby on tiie Ear . • .6 

Dalton's Human Physiology . . 9 
Day on Children's Diseases . . 13 
— on Headaches . . • .18 
Dobell's Lectures on Winter Cough . 15 

— Loss of Weight, &c. . . 15 
Domville's Manual for Hospital Nurses 1 5 
Druitf s Surgeon's Yade-Mecum . 4 
Duncan on the Femala Perineum • 14 



I 



PASS 



Dunglison's Medical IKctioiiaij 
Ellis's Manual of Diseases of Children 13 
Emmef s GynsBOology . .14 

Eulenburg and Chittmann's Sympa- 
thetic System of Nerves . . 19 
Fayrer's Obserraiaons in India • 4 

Feigusson's Practical Suigerr . 4 

Fenwick'sGnide to Medical Diagnosis 12 

— Outlines of Medical Treat- 

ment ... 12 

Flint on Phthisis . . .16 

— on Percussion and Ansenltatioii 16 

— on Clinical Medicine . . 16 
Foster's Clinical Medidne . • 11 
Fox (C. B.) Sanitary Examinatiims . 21 
Fox (T.) Atlas of Skin Diseases . 20 
Fox (T.) and Farquhar's Skin Diseases 

of India 20 

Prey's Histology ... .9 
Qalabin's Dis^ises of Women . . 14 
Gamgee on Fractures of the Limbs 4 

— on Treatment of Woonds . 4 
Ganf s Diseases of the Bladder . 8 
Gaskoin on Psoriasis or Lepra • . 20 
Godlee's Atlas of Human Anatomy • 11 
Gowan on Consumption . • .15 
Gowers' Medical Ophthalmoscopy . 21 
Habenhon on Diseases of the Abdo- 
men • . • • 18 

— on Diseases of the Stomach 18 

— onthePneum<^;a8tricNervel8 
Hamilton's Nervous Diseases • . 18 
Hancock's Surgery of Foot and Ankle 6 
Harris on Lithotomy • . .7 
Harrison's Stricture of Urethra . 7 
Hayden on the Heart . . .16 
Heath's Minor Surgery and Bandaging 5 

— Diseases and Injuries of Jaws 5 

— Operative Surgery . . 5 

— Surgical Diagnosis . . 5 

— Practical Anatomy . . 10 
Higgens' Ophthalmic Practice . . 22 
Holdien's Limdmarks . . .10 

— Human Osteology . . 10 

— Dissections . . .10 
Holmes (G.) on the Voice . . 17 
Hood on Gouty Rheumatism, &c. . 19 
Hooper's Physician's Yade-Mecum . 11 
Horton's Tropical Diseases . . 18 
Hutchinson's Clinical Surgeiy • . 6 

— Rare Diseases of Skin. 20 

Huth's Marriage of Near Kin . . 8 
Ireland's Idiocy and Imbecility . 20 
James* Sore Throat . . . .17 
Jones (C. H.) and Sieveking's Patho- 
logical Anatomy . . .10 
Jones (H. McN.) Aural Surgery . 6 
— Atlas of Diseases of 

Membrana Tympani 6 
Jordan's Surgical Inquiries • . 6 



INDEX 



8 



PAGI 

Lane on Syphilis .... 8 
Leber and Eottcnstein's Dental 

Caries 23 

Lee (H.) on Syphilis . . .8 
Leared on Imperfect Digestion . . 19 
Liveing on Megrim, &c. . . .19 
Macdonald's (A.) Disease of the heart 16 
Macdonald's (J. D.) Examination of 

Water 21 

Mackenzie on Diphtheria . . .16 
Macnamara on Diseases of the Eye . 22 
Madden's Health Eesorts . . .18 
Marsden on certain Forms of Cancer 19 
Mason on Harelip and Cleft Palate . 6 

— Surgery of the Face . . 5 
Maundcr's Operative Surgery . . 4 

— Surgery of Arteries . . 4 
Mayne's Medical Vocabulary . • 22 
Mitchell on Cancer Life . . .19 
Morris (H.) Anatomy of the Joints . 10 
Ncttlcship's Diseases of the Eye . 23 
Ogston's Medical Jurisprudence . 20 
Osborn on Hydrocele . . .7 
Parkes' Manual of Practical Hygiene 21 
Pavy on Food and Dietetics . .19 

— on Diabetes . . • .19 
Peacock's Valvular Disease . . 16 
Pirrie's Surgery . ... 4 
Pollock's Rheumatism « . ,19 
Bamsbotham's Obstetrics . . .18 
Eoberts' (C.) Manual of Anthro- 
pometry 8 

Roberts' (D. Lloyd) Practice of Mid- 

livifery 18 

Boussel's Transfusion of Blood . . 6 
Routh's Infant Feeding . . .13 
Royle and Harley's Materia Medica . 12 
Rutherford's Practical Histology . 9 
Salt's Medico-Electric Apparatus . 22 
Sanderson's Physiological Handbook . 9 
Sansom's Diseases of the Heart . 18 
Savage on the Female Pelvic Organs 4 
Savory's Domestic Medicine . . 15 
Sayre's Orthopsedic Surgery • • 7 
Schrocder's Manual of Midwifery • 18 
Semple on the Heart . • .16 
Sewill's Dental Anatomy . • .23 
Shapter's Diseases of the Heart • 16 
Shcppard on Madness . . .21 
Sibson's Medical Anatomy . * . .10 
Sieveking's Life Assurance . . 21 
Smith (E.) Wasting Diseases of 
Children 18 

— Clinical Studist . . 13 
Smith (Henry) Surgery of ilie Beotom 8 
Smith (Heywood) Gynsecology . • 14 
Smith (Priestley) on Glaucoma . 22 
Smith (W. R.) Nursing . . .16 



PAGS 

Sparks on the Riviera . . .17 
Spender's Bath Waters . . ,17 
Still^ and Maisch's National Dispen- 
satory 12 

Stocken's Dental Materia Medica . 18 
Sullivan's Tropical Diseases . . 17 
Swain's Surgical Emergencies • . 6 
Swayne's Obstetric Aphorisms . • 14 
Tafb's Operative Dentistry . • 28 
Tait's Hospital Mortality . . .15 
Taylor's Principles of Medical Juris- 
prudence . . • .20 

— Manual of Medical Juris- 

prudence . . . .20 

— Poisons in relation to MecUcal 

Jurisprudence • . .20 
Teale's Dangers to Health . . 21 
Thomas on Ear and Throat Diseases 6 
Thompson's Practical Lithotomy and 

Lithotrity . . .7 

— Diseases of Urinary Organs 7 

— Diseases of the Prostate . 7 

— Calculous Disease . • 7 
Thornton on Tracheotomy . . 17 
Thorowgood on Asthma . . .15 

— on Materia Medica . 12 
Thudichum's Pathology of Urine . 8 
Tibbits* Medical Electricity . . 22 

— Map of Motor Points • . 22 
Tilf s Uterine Therapeutics . . 13 

— Change of Life . . .13 

— Health in India • . .18 
Tomes' (C. S.) Dental Anatomy • 23 

— (J. and C. S.) Dental Snrgeiy 28 
Tunstall's Bath Waters . . .17 
Van Buren on Diseases of the Genito- 
urinary Organs . . .8 

Veiteh's Handbook for Nurses • • 15 
Virchow's Post-mortem Examinations 10 
Wagstaffe's Human Osteology . 9 

Walker's Ophthalmology . . .23 
Walton's Diseases of the Eye . . ^ 
Waring's Practical Therapeutics . 12 

— Bazaar Medicines of India . 18 
Wells (Soelberg) on Diseases of the Eye 23 

— Long, Short, and Weak Sight . 23 
Wells (Spencer) on Diseases of the 

Ovaries . . . ,14 
West and Duncan's Diseases of 

Women . . . .14 
Whistler's Syphilis of the Larynx . 17 
Wilks* Diseases of Nervooi fifystem . 18 

— Pathological Anatomy . . 10 
Wilson's (E.) Anatomist's Vade- 

Mecam li 

— Lectures on Dermatology p 20 
Wilson's (G.) Handbook of Hygiene • 22 
Woodman & Tidy's Forensic Medicine 21 



CATALOGUE OP RECENT WORKS 



THE PRACTICE OF SURGERY : 

a Manual by Thomas Bbyant, F.R.C.S., Surgeon to Guy's Hospital. 
Third Edition, 2 vols., crown 8vo, with 672 Engravings, 28s. C187&] 

THE PRINCIPLES AND PRACTICE OF SURGERY, 

by William Fibbie, F.R.S.E., Professor of Surgery in the University 
of Aberdeen. Third Edition, Bvo, with 49(y Engravings, 28s. 1^873] 

A SYSTEM OF PRACTICAL SURGERY, 

by Sir William PBBaussoN, Bart., F.R.C.S., F.R.S. Fifth Edition, 
Svo, with 463 Engravings, 21s. P870] 

OPERATIVE SURGERY, 

by C. F. Matjndeb, F.R.C.S., late Surgeon to the London Hospital. 
Second Edition, post 8vo, with 164 Engravings, 6s. ti872] 

BY THB BAMB ATJTHOB. 

SURGERY OF THE ARTERIES : 

Lettsomian Lectures for 1875, on Aneurisms, Wounds, Hsemorrhages, 
&o. Post 8vo, with 18 Engravings, 6s. ^^^^ 

THB SURGEON'S VADE-MECUM, 

a Manual of Modem Surgery, by Robebt Dbxtitt. Eleventh Edition, 
foap, Svo, with 369 Engravings, 14s. P878] 

OUTLINES OF SURGERY AND SURGICAL PATHOLOGY, 

including the Diagnosis and Treatment of Obscure and Urgent 
Oases, and the Surgical Anatomy of some Important Structures and 
Regions, by F. Le Gbos Clabe, F.R.S., Consulting Surgeon to St. 
Thomas's Hospital. Second Edition, Revised and Expanded by tlie 
Author, assisted by W. W. Wagstaffb, F.R.C.S., Assistant-Surgeon 
to St. Thomas's Hospital. 8vo, 10s. 6d. [1872] 

CLINICAL AND PATHOLOGICAL OBSERVATIONS IN INDIA, 
by Sir J. Faybbb, K.C.S.I., M.D., F.R.C.P. Lond., F.R.S.E., Physician 
to the Secretary of State for India in Council. 8vo, with Engravings, 
20s. [1873] 

TREATMENT OF WOUNDS : 

Clinical Lectures, by Sampson Gamgee, F.R.S.E., Surgeon to the 
Queen's Hospital, Birmingham. Crown 8vo, with Engravings, 5s. P8782 

BY THI BAICB ATJTHOB, 

FRACTURES OF THB LIMBS 

and their Treatment. 8vo, with Plates, 10s. 6d. P87i] 

THE FEMALE PELVIC ORGANS, 

their Surgery, Surgical Pathology, and Surgical Anatomy, in a 
Series of Coloured Plates taken from Nature: with Commentaries, 
Notes, and Cases, by Henby Sayaoe, M.D. Lond., F.R.C.S., Consulting 
Officer of the Samaritan Free Hospital. Third Edition, ^to, £1 15s. 

[18751 



PUBLISHED BY J. AND A. OHUEOHILL 



SURGICAL EMERGENCIES 

together with the Emergencies attendant on Parturition and the 
Treatment of Poisoning : a Manual for the nse of General Practi- 
tioners, by William P. Swain, P.R.C.S., Surgeon to the Royal Albert 
Hospital, Devonport. Second Edition, post 8yo, with 104 Engravings, 
6s. 6d. [1876] 

TRANSFUSION OF HUMAN BLOOD : 

with Table of 50 cases, by Dr. Roussel, of Geneva. Translated by 
Claude Guinness, B.A. With a Preface by Sib James Paget, Bart. 
Crown 8vo, 28. 6d. [1877] 

ILLUSTRATIONS OF CLINICAL SURGERY, 

consisting of Coloured Plates, Photographs, Woodcuts, Diagrams, &c., 
illustrating Surgical Diseases, Symptoms and Accidents ; also Opera- 
tions and other methods of Treatment. By Jonathan HuTCHiNSOir, 
F.R.C.S., Senior Surgeon to the London Hospital. In Quarterly 
Fasciculi, I to XIII, 6s. 6d. each. Fasciculi I to X bound, with 
Appendix and Index, £3 10s. Cl87«-9] 

PRINCIPLES OF SURGICAL DIAGNOSIS 

especially in Relation to Shock and Yisceral Lesions, by F. Lb Gb08 
Clabk, F.R.C.S., Consulting Surgeon to St. Thomas's HospitaL 
8vo, 10s. 6d. a870] 

MINOR SURGERY AND^ANDAGING : 

a Manual for the Use of House-Surgeons, Dressers, and Junior 
Practitioners, by Chbistopheb Heath, F.R.C.S., Surgeon to Uni- 
versity College Hospital, and Holme Professor of Surgery in Univendly 
College. Fifth Edition, fcap 8vo, with 86 Engravings, 5s. 6d. IWQ 

BY THE BAMB AUTHOB, 

INJURIES AND DISEASES OF THE J A WS : 

Jacksonian Pbize Essay. Second Edition, 8vo, with 16^ Engrav- 
ings, 12s. [1878] 

ALSO, 

A COURSE OF OPERATIVE SURGERY : 

with 20 Plates drawn from Nature by M. LivEiLLE, and coloured 
by hand under his direction. Large 8vo. 40s. CW77] 

ALSO, 

THE STUDENT'S GUIDE TO SURGICAL DIAGNOSIS. 

Fcap. 8vo, 6s. 6d. amv} 

HARE-LIP AND CLEFT PALATE, 

by Fbancis Mason, F.R.C.S., Surgeon and Lecturer on Anatomy at 
St. Thomas's Hospital. With 66 Engravings, 8vo, 6s. C1877J 

BY THB 8AHB AUTHOB, 

THE SURGERY OF THE FACE : 

with 100 Engravings. 8vo, 7s. 6d. C1878] 



CATALOOUE OF SECKNT WOBKS 



DISEASES AND IK JUBIBS OF THE EAB, 

bj W. B. DAI.BT, FJELCJS^ ILBw, Annd Sargeon and Lectnrer on 
Annd Surgery at St. Gkcnrge's HospitaL Orown Sro, with 21 Engray- 
ingfl, 6«.6d. C^STS} 

AURAL SUBGEBT ; 

a Practical TreatLse, bj H. Mi^CHAiraHTOir JoNSS, ILD., Professor 
of the Qaeen's UniTersitj in Ireland, Surgeon to the Cork Ophthalmic 
and Aural HospitaL With 46 Engrayings, crown Bwo, 56. qsts] 

BT THB am AITTHOB, 

ATLAS OF DISEASES OF THE MEMBBANA TYMPANI. 

In Coloured Plates, containing 62 Figures, with Text, crown 4to, 2Is. 

a878] 

THE EAB : 

its Anatomy, Physiology, and Diseases. A Practical Treatise, by 
Chables H. Bubnett, A.M., M.D., Aural Surgeon to the Presby- 
terian Hospital, and Surgeon in Charge of the Infirmary for Diseases 
of the Ear, Philadelphia. With 87 Engravings, 8vo, 18s. C18773 

EAB AND THBOAT DISEASES. 

Eisays by Llbwblltn Thomas, M.D., Surgeon to the Central 
London Throat and Ear Hospital. Post 870, 2s. 6d. Ci878j 

CLUBFOOT : 

its Caiisos, Pathology, and Treatment : ^acksonian Prize Essay by Wm. 
Adams, F.RCS., Surgeon to the Great Northern Hospital. Second 
Edition, 8yo, with 106 Engrayings and 6 Lithographic Plates, 15s. [isrs] 

BY THB 8AHB ATTTHOB, 

ON CONTBACTION OF THE FINGEBS, 

and its Treatment by Subcutaneous Operation ; and on Obliteration 
of Deprossod Cicatrices by the same Method. With 30 Illustrations, 
8vo, 4s. 6d. C1879] 

OBTHOP^DIO SUBGEBT : 

Lectures delivered at St. George's Hospital, by Bebnabd E. Bbod- 
HUBST, F.B.O.S., Surgeon to the Boyal Orthoprodic Hospital. Second 
Edition, 8yo, with Engravings, 12s. 6d. [1876] 

OPEBATIVE SUBGEBT OF THE FOOT AND ANKLE, 

by Hbnby Hancock, F.B.C.S., Consulting Surgeon to Charing Cross 
Hospital. 8yo, with Engravings, 15s. [1873] 

SUBGICAL INQUIBIES, 

by FuBNEATJX JoBDAN, F.B.O.S., Professor of Surgery in Queen's 
College, Birmingham. With numerous Lithographic Plates. 8vo, 5s. 

a878] 

OBTHOPBAXT : 

the Mechanical Treatment of Deformities, Debilities, and Deficiencies of 
the Human Frame by H. Heatheb Bigo, Associate of the Institute of 
Civil Engineers. Third Edition, with 319 Engravings, 8vo, I5s. C18773 



PUBLISHED BY J. AND A. OHUEOHILL 



ORTHOPEDIC SURGERY: 

and Diseases of the Joints. Lectures by Lewis A. Saybe, M.D., 
Professor of OrthopsBdio Surgerj, Fractures and Dislocations, and 
Clinical Surgery, in Bellevue Hospital Medical College, New York. 
With 274 Engi-avings, 8vo, 20s. C187«] 

DISEASES OF THE RECTUM, 

by Thomas B. Cublino, F.R.S., Consulting Surgeon to the London 
Hospital. Fourth Edition, Revised, 8vo, 7s. 6d. C1876] 

BY THE SAICE ATTTHOB, 

DISEASES OF THE TESTIS, SPERMATIC CORD, AND SCROTUM. 

Thii-d Edition, with Engravings, 8vo, 16s. C1878] 

FISTULA, HEMORRHOIDS, PAINFUL ULCER, STRICTURE, 
Prolapsus, and other Diseases of the Rectum : their Diagnosis and 
Treatment. By William Allingham, F.R.C.S., Surgeon to St. Mark's 
Hospital for Fistula. Third Edition, with Engravings, Bvo, 10s. ^879] 

HYDROCELE : 

its several Yarieties and their Treatment, by Samuel Osbobn,F.R.C.S., 
late Surgical Registrar to St. Thomas's Hospital. With. Engravings, 
f cap. 8vo, 3s. i:i878] 

PRACTICAL LITHOTOMY AND LITHOTRITY; 

or. An Inquiry into the best Modes of removing Stone from the 
Bladder. By Sir Henby Thompson, F.R.C.S., Emeritus Professor 
of Surgery to University College. Second Edition, 8vo, with numerous 
Engravings, 10s, ^®7l] 

BY THE SAME ArTHOB, 

DISEASES OF THE URINARY ORGANS : 

(Clinical Lectures). Fifth Edition, 8vo, with 2 Plates and ^71 
Engravings, 10s. 6d. C1879] 

ALSO, 

DISEASES OF THE PROSTATE : 

their Pathology and Treatment. Fourth Edition, 8vo, with numerous 
Plates, 10s. C1878] 

ALSO, 

THE PREVENTIVE TREATMENT OF CALCULOUS DISEASE 
and the Use of Solvent Remedies. Second Edition, fcap. 8vo, 2s. 6d.' 

[1876] 

STRICTURE OF THE URETHRA, 

and other Diseases of the Urinary Organs, by Reginald Habbison, 
F.R.C.S., Surgeon to the Liverpool Royal Infirmary. With 10 plates, 
Bvo, 7s. 6d. [1878] 

LITHOTOMY AND EXTRACTION OF STONE 

from the Bladder, Urethra, and Prostate of the Male, and from the 
Bladder of the Female, by W. Poulbtt Habbis, M.D., Surgeon-Major 
H.M. Bengal Medical Service. With Engravings, 8vo, 10s. 6d. LC1976] 



8 CATALOGUS OF RECENT WORKS 



THE SURGERY OP THE RECTUM : 

Lettsomian Lectures by Hsiokt Smith, F.R.G.S., Professor of Surgery 
in King's College, Surgeon to King's College HospitaL Fonrih 
Edition, fcap. 8to, 5s. (W6] 

DISEASES OF THE BLADDER, 

Prostate Gland and Urethra, including a practical view of Urinary 
Diseases, Deposits and Calculi, by F. J. Gaht, F.R.C.S., Senior Sur- 
geon to the Royal Free Hospital. Fourth Edition, crown 8to, with 
Engravings, 10s. 6d. Ci87»] 

RENAL AND URINARY DISEASES : 

Clinical Reports, by William Carter, M.B., M.R.C.P., Physician 
to the Liverpool Southern HospitaL Crown 8vo, 78. 6d. C1878] 

TgB REPRODUCTIVE ORGANS 

in Childhood, Youth, Adult Age, and Advanced Life (Functions and 
Disorders of), considered in their Physiological, Social, and Moral 
Relations, by William Acton, M.R.C.S. Sixth Edition, Svo, 12s. 

[1875] 

URINARY AND REPRODUCTIVE ORGANS : 

their Functional Diseases, by D. Campbell Black, M.D., L.R.C.S. 
Edin. Second Edition. Svo, 10s. C1875] 



LECTURES ON SYPHILIS, 

and on some forms of Local Disease, affecting principally the Organs 
of Generation, by Henby Lee, F.R.C.S., Surgeon to St. George's Hos- 
pital. With Engravings, Svo, 10s. ri875] 

SYPHILITIC NERVOUS AFFECTIONS : 

their Clinical Aspects, by Thomas Buzzard, M.D., F.R.C.P. Lond., 
Physician to the National Hospital for Paralysis and Epilepsy. Post 

Svo, 6s. C1874] 

SYPHILIS : 

Harveian Lectures, by J. R. Lane, F.R.C.S., Surgeon to, and Lecturer 
on Surgery at, St. Mary's Hospital ; Consulting Surgeon to the Lock 
Hospital. Fcap. Svo, 3s. 6d. C1878] 

^THE MARRIAGE OF NEAR KIN, 

considered with respect to the Laws of Nations, Results of Experience, 
and the Teachings of Biology, by Alfred H. Huth. Svo, 14s. C1875] 

MANUAL OF ANTHROPOMETRY : 

a Guide to the Measurement of the Human Body, containing an 
Anthropometrical Chart and Register, a Systematic Table of Mea- 
surements, &c. By Chables Robebts, F.R.C.S., late Assistant 
Surgeon to the Victoria Hospital for Children. With numerous 
Illustrations and Tables. Svo, 6s. 6d. C1878] 



PUBLISHED BY J. AND A. OHDBOHILL 9 



PATHOLOGY OF THE URINE, 

including a Complete Guide to its Analysis, by J. L. W. Thudichxtsi; 
M.D., F.R.C.P. Second Edition, rewritten and enlarged, with En- 
gravings, 8vo, 15s. [18T7] 

GENITOURINARY ORGANS, INCLUDING SYPHILIS : 

a Practical Treatise on their Surgical Diseases, designed as a M<i.-n^^| 
for Students and Practitioners, by W. H. Van Buben, M.D., Pro- 
fessor of the Principles of Surgery in Bellevue Hospital Medical Col- 
lege, New York, and E. L. Keyes, M.D., Professor of Dermatology in 
Bellevue Hospital Medical College, New York. Royal 8vo, with 140 
Engravings, 21s. [1874] 

HISTOLOGY AND HISTO- CHEMISTRY OF MAN : 

a Treatise on the Elements of Composition and Structure of the 
Human Body, by Heinbich Fbey, Professor of Medicine in Zurich. 
Translated from the Fourth German Edition by Abthiib E. J. 
Babkeb, Assistant-Surgeon to University College HospitaL And 
Revised by the Author. 8vo, with 608 Engravings, 21s. P874j 

HUMAN PHYSIOLOGY: 

a Treatise designed for the Use of Students and Practitioners of 
Medicine, by John C. Dalton, M.D., Professor of Physiology and 
Hygiene in the College of Physicians and Surgeons, New York. Sisth 
Edition, royal Svo, with 316 Engravings, 20s. P876] 

HANDBOOK FOR THE PHYSIOLOGICAL LABORATORY, 

by E. Klein, M.D., F.R.S., Assistant Professor in the FathologicalLabo- 
ratory of the Brown Institution, London; J. Btjbdon-Sandebsok, 
M.D., F.R.S., Professor of Practical Physiology in University College, 
London ; Michael Fosteb, M.D., F.R.S., Piwlector of Physiology 
in Trinity College, Cambridge; and T, Laudeb Bbtjnton, MJ>., 
F.R.S., Lecturer on Materia Medica at St. Bartholomew's Hospital; 
edited by J. Bubdon Sandebson. Svo, with 123 Plates, 24s. Claw 

PRACTICAL HISTOLOGY, 

by William Ruthebfobd, M.D., Professor of the Institutes of 

Medicine in the University of Edinburgh. Second Edition, with 

63 Engravinga. Crown 8vo (with additional leaves for notes), 68. 

C187«] 

PRINCIPLES OF HUMAN PHYSIOLOGY, 

by W. B. Cabpenteb, C.B., M.D., F.R.S. Eighth Edition by Hekby 
Poweb, M.B., F.R.C.S., Examiner in Natural Science, University of 
Oxford, and in Natural Science and Medicine, University of Cambridge. 
Svo, with 3 Steel Plates and 371 Engravings, 31s. 6d. [isTSj 

§ 



10 CATALOGUE OP BBOENT WOBKS 



STUDENTS' GUIDE TO HUMAN OSTEOLOGY, 

by William Wabwick Wagstaffb, F.B.O.S., Assistant-Surgeon 
and Lecturer on Anatomy, St. Thomas's Hospital. With 23 Plates 
and 66 Engravings. Fcap. 8vo, lOs. 6d. ClWS] 

LANDMARKS, MEDICAL AND SURGICAL, 

by LxjTHEB HoLDEN, F^.C.S., President of the Royal College of 
Surgeons ; Senior Sargeon to St. Bartholomew's and the Foundling 
Hospitals. Second Edition, 8yo, 3s. 6d. [1877] 

BY THE 8A1CE ATTTHOB. 

HUMAN OSTEOLOGY: 

comprising a Description of the Bones, with Delineations of the 
Attachments of the Muscles, the G^eral and.Microscopical Structure 
of Bone, and its Development. Fifth Edition, with 61 Lithographic 
Plates and 89 Engravings. Svo, 168. dWS] 

ALSO, 

MANUAL OP THE DISSECTION OF THE HUMAN BODY. 

Fourth Edition, with 170 Engravings, Svo, 16s. C1879] 

PATHOLOGICAL ANATOMY : 

Lectures by Sahtjel Wilks, MJ)., F.B.S., Physician to, and Lec- 
turer on Medicine at, Guy's Ho^ital; and Walter Moxon, M.D., 
F.R.C.P., Physician to, and Lecturer on Clinical Medicine at, Guy's 
Hospital. Second Edition, Svo, with Plates, 18s. ami 

PATHOLOGICAL ANATOMY : 

a Manual by C. Handfield Jones, M.B., F.R.S., Physician to St. 
Mary's Hospital, and Edwabd H. Sieyeking^ M.D., F.R.C.P., 
Physician to St. Mary's Hospital. Edited by J. F. Payne, M.D., 
F.R.C.P., Assistant Physician and Lecturer on General Pathology 
at St. Thomas's Hospital. Second Edition, crown Svo, with 195 
Engravings, 16s. Cl^53 

POST-MORTEM EXAMINATIONS : 

a Description and Explanation of the Method of Performing them, 
with especial Reference to Medico-Legal Practice. By Professor 
Rudolph Virchow, of Berlin. Fcap Svo, 2s. 6d. C1876] 

STUDENT'S GUIDE TO SURGICAL ANATOMY : 

a Text-book for the Pass Examination, by E. Bellamy, F.R.C.S., 
Surgeon and Lecturer on Anatomy at Charing Cross Hospital. Fcap 
Svo, with 60 Engravings, 6s. 6d. C1878] 

AITATOMY OF THE JOINTS OF MAN, 

by Henky Morris, F.R.C.S., Surgeon to, and Lecturer on Anatomy 
and Practical Surgery at, the Middlesex Hospital. With 44 Litho- 
graphic Plates (several being coloured) and 13 Wood Engravings. 
Svo, 168. P8r93 

MEDICAL ANATOMY, 

by Francis Sibson, M.D., P.R.C.P., F.R.S. Imp. folio, with 21 
coloured Plates, cloth, 42s., half-morocco, 50s. ^^^ 



PUBLISHED BY J. AND A. OHUEOHILL 11 



PRACTICAL ANATOMY : 

a Manual of Dissections by Christopher Heath, F.R.C.S., Surgeon 
to University College Hospital, and Holme Professor of Surgery in 
University College. Fourth Edition, crown 8vo, witli 16 Coloured 
Platea and 264 Engravings, 14s. C1877] 

AN ATLAS OP HUMAN ANATOMY : 

illustrating most of the ordinary Dissections, and many not usually 
practised by the Student. To be completed in 12 or 13 Bi-monthly 
Parts, each containing 4 Coloured Plates, with Explanatory Text. By 
RiCKMAN J. GoDLEE, M.S., F.R.C.S., Assistant Surgeon to University 
College Hospital, and Senior Demonstrator of Anatomy in University 
College. Parts I to X. Imp. 4to, 78. 6d. each Part. [1877-9] 

THE ANATOMIST'S VADE-MECUM : 

a System of Human Anatomy by Erasmus Wilson, F.R.C.S., F.R.S. 
Ninth Edition, by G. Buchanan, M.A., M.D., Professor of Clinical 
Surgery in the University of Glasgow, and Henry E. Clabk, F.F.P.S., 
Lecturer on Anatomy at the Glasgow Royal Infirmary School of 
Medicine. Crown 8vo, with 371 Engravings, 14s. P873] 

ATLAS OF TOPOGRAPHICAL ANATOMY, 

after Plane Sections of Frozen Bodies. By Wilhelm Bbaune, 
Professor of Anatomy in the University of "Leipzig. Translated by 
Edward Bellamy, F.R.C.S., Surgeon to, and Lecturer on Anatomy, 
Ac, at, Chai-ing Cross Hospital. With 34 Photo-lithographic Plates 
and 46 Woodcuts. Large Imp. 8vo, 40s. I-^^T] 

THE ANATOMICAL REMEMBRANCER; 

or. Complete Pocket Anatomist. Eighth Edition, 32mo, 3s. 6d. ^^^76] 

THE STUDENT'S GUIDE TO THE PRACTICE OF MEDICINE, 
by Matthew Charteris, M.D., Professor of Medicine in Anderson's 
College, and Lecturer on Clinical Medicine in the Royal Infirmary, 
Glasgow. Second Edition, with Engravings on Copper and Wood, 
fcap. 8vo, 6s. 6d. C1878] 

THE MICROSCOPE IN MEDICINE, 

by Lionel S. Beale, M.B., F.R.S., Physician to King's College 
Hospital. Fourth Edition, with 86 Plates, 8vo, 21s. [18773 

HOOPER'S PHYSICIAN'S VADE-MECUM ; 

or. Manual of the Principles and Practice of Physic,^ Ninth B^tion 
by W. A. GxTT, M.B., F.R.S., and John Haelbt,^M.D.,-*F.R.C.P. 
r«ap 8vo, with Engravings, 12s. 6d. ' C1874] 

A NEW SYSTEM OF MEDICINE; 

entitled Recognisant Medicine, or the State of the Siek,'*by 
Bholanoth Bosb, M.D., Indian Medical Service. Svo, 10s. 6d. PSTT] 

BT THB SAMS AUTHOB. 

PRINCIPLES OF RATIONAL THERAPEUTICS. 

Commenced as an Inquiry into the Relative Talue';of Quinine ^and 
Arsenic in Ague. Svo, 4a, C1877] 
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THE STUDENT'S GUIDE TO MEDICAL DIAGNOSIS, 

by Samuel Fenwick, M.D., F.R.O.P., Physician to tlie London 
Hospital. Fourtli Edition, fcap. 8vo, with 106 Engravings, 6s. 6d. C1876] 

BY THE BAUB AUTHOB, 

THE STUDENT'S OUTLINES OP MEDICAL TREATMENT. 

, Fcap. 8vo, 7s. C1879] 

A MANUAL OF MEDICAL DIAGNOSIS, 

by A. W. Baeclay, M.D., F.R.C.P., Physician to, and Lecturer on 
Medicine at, St. George's Hospital. Third Edition, fcap 8vo, lOs. 6d. 

[1876] 

CLINICAL MEDICINE : 

Lectures and Essays by Balthazar Foster, M.D., F.R.C.P. Lond., 
Professor of Medicine in Queen's College, Birmingham. Svo, lOs. 6d. 

[1874] 

CLINICAL STUDIES: 

Illustrated by Cases observed in Hospital and Private Practice, by Sir 
J. Rose Oormack, M.D., F.R.S.E., Physician to the Hertford British 
Hospital of Paris. 2 vols., post Svo, 20s. C1876] 

CLINICAL REMINISCENCES, 

by Peyton Blakiston, M.D., F.R.S. Post Svo, 3s. 6d. [1878] 

ROYLE'S MANUAL OF MATERIA MEDICA AND THERAPEUTICS. 
Sixth Edition by John Harley, M.D., F.R.C.P., Physician to, and 
Joint Lecturer on Clinical Medicine at, St. Thomas's Hospital. Crown 
Svo, with 139 Engravings, 15s. [1876] 

PRACTICAL THERAPEUTICS : 

a Manual by E. J. Waring, M.D., F.R.C.P. Lond. Third Edition, 
fcap Svo, 12s. 6d. P871] 

THE ELEMENTS OF THERAPEUTICS : 

a Clinical Guide to the Action of Drugs, by C. BiNZ, M.D., Professor 
of Pharmacology in the University of Bonn. Translated and Edited 
with Additions, in Conformity with the Biitish and American Phar- 
macopooias, by Edward I. Spares, F.R.C.P., M.A., M.B. Oxon., 
formerly Radcliffe Travelling Fellow. Crown Svo, Ss. 6d. C1877] 

THE STUDENT'S GUIDE TO MATERIA MEDICA, 

by John C. Thorowgood, M.D., F.R.C.P. Lond., Physician to the 
City of London Hospital for Diseases of the Chest. Fcap Svo« with 
Engravings, 6s. 6d. C1874] 

THE NATIONAL DISPENSATORY : 

containing the Natural History, Chemistry, Pharmacy, Actions and 
Uses of Medicines, including those recognised in the Pharmacopoeias 
of the United States and Great Britain, by Alfred StilliS, M.D., 
LL.D., and John M. Maisgh, Ph.D., with 201 Engravings, 1628 pp., 

Svo., 34s. [1879] 
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DENTAL MATERIA MEDIOA AND THERAPEUTICS, 

Elements of, by J^mes Stocken, L.D.S.R.O.S., Lecturer on Dental 
Materia Medica and Therapeutics to tlie National Dental Hospital. 
Second Edition, Fcap 8vo, 6s. 6d. C18T8] 

THE DISEASES OF CHILDREN : 

a Practical Manual, with a Formulary, by Edwabd Ellis, M.D., 
late Senior Physician to the Victoria Hospital for Children. Third 
Edition, crown 8vo, 7s. 6d. [1878] 

THE WASTING DISEASES OF CHILDREN, 

by Eustace Smith, M.D., F.R.C.P. Lond., Physician to the Kmg of 
the Belgians, Physician to the East London Hospital for Children. 
Third Edition, post 8vo, 8s. 6d. [1878] 

BY THB SAICB ArXHOB, 

CLINICAL STUDIES OF DISEASE IN CHILDREN. 

Post 8vo, 7s. 6d. [1876] 

INFANT FEEDING AND ITS INFLUENCE ON LIFE ; 

or, the Causes and Prevention of Infant Mortality, by Chables H. F. 
RouTH, M.D., Senior Physician to the Samaritan Hospital for Women 
and Children. Third Edition, fcap 8vo, 7s. 6d. [1876] 

THE DISEASES OF CHILDREN: 

Essays by William Henry Day, M.D., Physician to the Samaritan 
Hospital for Diseases of Women and Children. Second Edition, fcap 8vo. 

[In the Frew.] 

THE STUDENT'S GUIDE TO THE PRACTICE OF MIDWIFERY, 
by D. Lloyd Roberts, M.D., F.R.C.P., Physician to St. Mary's Hos- 
pital, Manchester. Second Edition, fcap. 8vo, with 96 Engravings, 7s. 

[187VJ 

OBSTETRIC MEDICINE AND SURGERY, 

their Principles and Practice, by F. H. Ramsbotham, M.D., F.R.C.P. 
Fifth Edition, 8vo, with 120 Plates, 22s. [1867] 

OBSTETRIC SURGERY: 

a Complete Handbook, giving Short Roles of Practice in every Emer- 
gency, from the Simplest to the most Formidable Operations connected 
with the Science of Obstetricy, by Charles Clay, Ext.L.R.C.P. Lond., 
L.R.C.S.E., late Senior Surgeon and Lecturer on Midwifery, St. 
Mary^s Hospital, Manchester. Fcap 8vo, with 91 Engravings, 6s. 6d. 

SCHROEDER'S MANUAL OF MIDWIFERY, ^^^^ 

including the Pathology of Pregnancy and the Puerperal State. 
Translated by Charles H. Carter, B. A., M.D. 8vo, with Engrav- 
ings, 12s. 6d. [1878] 

A HANDBOOK OF UTERINE THERAPEUTICS, 

and of Diseases of Women, by E. J. Tilt, M.D., M.R.C.P. Fourth 
Edition, post 8vo, 10s. [1878] 

BY THI 8AHX ArXHOB, 

THE CHANGE OF LIFE 

in Health and Disease : a Practical Treatise on the Nervous and other 
Affections incidental to Women at the Decline of Life. Third Edition, 
8vo, lOs. 6d. [1870] 
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OBSTETRIC OPEBATIOXS, 

inclading the Treatment of Haemoirliage, and forming a (jkiide to the 
Management of Difficult Labonr ; Lectures by Bobsbt Basitks, MJ)., 
P.B.C.P., Obstetric Physician to St George's HospitaL Third Edition, 
8vo, with 124 Engravings, 18s. ^875] 

BT THE 8An AITTHOB, 

MEDICAL AND SURGICAL DISEASES OF WOMEN : 

a Clinical History. Second Edition, 8to, with 181 Engrarings, 283. 

LECTURES ON THE DISEASES OF WOMEN, 

by Ohaeles West, M.D., F.R.C.P. Fourth Edition, Revised and in 
part Rc-wi-itten by the Author, with numerous Additions by J. Mat- 
thews Duncan, M.D., Obstetric Physician to St. Bartholomew's 
Hospital. 8vo, IGs. ^^^ 

THE PRINCIPLES AND PRACTICE OP GYNECOLOGY, 

by Thomas Addis Emmet, M.D., Surgeon to the Woman's Hospital 
of the State of New York. With 130 Engravings, royal 8vo, 24s. Ci87»] 

THE STUDENT'S GUIDE TO THE DISEASES OF WOMEN, 

by Alfred L. Galabin, M.D., F.R.C.P., Assistant Obstetric 
Physician to Guy's Hospital. With 63 Engravings, fcap. 8vo, 7s. 6d. 

[1879] 

OBSTETRIC APHORISMS: 

for the Use of Students commencing Midwifery Practice, by J. G. 
Swayne, M.D., Consulting Physician-Accoucheur to the Bristol 
General Hospital. Sixth Edition, fcap. 8vo, with Engravings, 3s. 6d. 

[1876] 

DISEASES OF THE OVARIES : 

their Diagnosis and Treatment, by T. Spencer Wells, F.R.O.S., 
Surgeon to the Queen's Household and to the Samaritan Hospital. 
8vo, with about 160 Engravings, 2l8. C1872] 

PRACTICAL GYNECOLOGY: 

a Handbook of the Diseases of Women, by Hetwood Smith, M.D. 
Oxon., Physician to the Hospital for Women and to the British Lying- 
in Hospital. With Engravings, crown 8vo, 5s. 6d. Ci«77] 

RUPTURE OF THE FEMALE PERINEUM, 

its treatment, immediate and remote, by Gbobge G. Bantoce:, M.D., 
Surgeon (for In-patients) to the Samaritan Free Hospital for Women 
and Children. With 2 plated, 8vo, 3s. 6d. [isys] 

PAPERS ON THE FEMALE PERINEUM, Ao., 

by James Matthews Duncan, M.D., ObstetrioThysician to St. Bar- 
tholomew's Hospital. 8vo, 63. " [1878} 

INFLUENCE OF POSTURE ON WOMEN 

in Gynecic and Obstetric Practice, by J. H. Aveling, M.D., Physi- 
cian to the Chelsea Hospital for Women, Yice-President of the 
Obstetrical Society of London. 8vo, 6b. C1878] 
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A MANUAL FOR HOSPITAL NURSES 

and others engaged in Attending on the Sick by Edwabd J. DoH- 
viLLE, L.R.C.P., M.R.O.S., Surgeon to the Exeter Lying-in Oharity. 
Third Edition, crown 8vo, 2s. 6d. [1878] 

THE NURSE'S COMPANION: 

a Manual of General and Monthly Nursing, by Charles J. Culling- 
WORTH, Surgeon to St. Mary's Hospital, Manchester. Fcap. 8vo, 
2s. 6d. [1876] 

LECTURES ON NURSING, 

by William Robert Smith, M.B., Honorary Medical Officer, 
Hospital for Sick Children, Sheffield. Second Edition, with 26 En- 
gravings. Post 8vo, Gs. [1878] 

HANDBOOK FOR NURSES FOR THE SICK, 

by Zepherina P. Yeitch. Second Edition, crown 8vo, 3s. 6d. [1876] 

A COMPENDIUM OF DOMESTIC MEDICINE 

and Companion to the Medicine Chest ; intended as a Source of Easy 
Reference for Clergymen, and for Families residing at a Distance 
from Professional Assistance, by John Savory, M.S.A. Ninth 
Edition, 12mo, 5s. [1878] 

HOSPITAL MORTALITY 

being a Statistical Livestigation of the Returns of the Hospitals of 
Great Britain and L-eland for fifteen years, by Lawson Tait, F.R.O.S., 
F.S.S. 8vo, 8s. 6d. ' [1877] 

THE COTTAGE HOSPITAL: 

its Origin, Progress, Management, and Work, by Henry 0. Btjrdett, 
the Seaman's Hospital, Greenwich. Second Edition, with Engravings. 

crown Svo. [in the Press.] 

WINTER COUGH : 

(Catari'h, Bronchitis, Emphysema, Asthma), Lectures by Horace 
DoBELL, M.D., Consulting Physician to the Royal Hospital for Diseases 
of the Chest. Third Edition, with Coloured Plates, Svo, 10s. 6d. [1876] 

BY THE SAMB ATTTHOB, 

LOSS OF WEIGHT, BLOOD-SPITTING, AND LUNG DISEASE. 
With Chromo-lithograph, Svo, 10a. 6d. [1878] 

INJURIES AND DISEASES OF THE LYMPHATIC SYSTEM, 

by S. Messenger Bradley, F.B.O.S., Lecturer on Practical Sui-gery 
in Owen's College, Manohest«r. 8tt>.« (s. [1879] 

CONSUMPTION : 

its Nature, Symptoms, Causes, Prevention, Curability, and Treatm^it* 
By Peter Gowa^n, M.D., B. Sc., Physician and Surgeon in Ordinary 
to the King of Siam. Crown Svo. 6b. [^8WJ 

NOTES ON ASTHMA ; 

its Forms and Treatment, by John C. Thorowoood, M.D. Lond.» 
F.R.C.P., Physician to the Hospital for Diseases of the Chest, Yictoiia 
Park. Third Edition, crown Svo, 4s. 6d. C18783 
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ASTHMA: 

its Pathology and Treatment, by J. B. Bebe^st, M.D., Assistant 
Physician to the City of London Hospital for Diseases of the Chest. 
8yo, 7s. 6d. [1878] 

PROGNOSIS IN CASES OP VALVULAR BISEASB OP THE 
Heart, by Thomas B. Peacock, M.D., P.R.C.P., Honorary Consult- 
ing Physician to St. Thomas's Hospital. 8vo, 3s. 6d. C1877] 

DISEASES OP THE HEART : 

their Pathology, Diagnosis, Prognosis, and Treatment (a Manual), 
by Robert H. Semplb, M.D., F.R.O.P., Physician to the Hospital for 
Diseases of the Throat. 8vo, 8s. 6d. C1876] 

CHRONIC DISEASE OP THE HEART : 

its Dealings upon Pregnancy, Parturition and Childbed. By Angus 
Macdonald, M.D., F.R.S.E., Physician to, and Clinical Lecturer on 
the Diseases of Women at, the Edinburgh Royal Infirmary. "With 
Engravings, 8vo, 8s. 6d. [1878] 

PHTHISIS : 

in a scries of Clinical Studies, by Austin Flint, M.D., Professor of 
the Principles and Practice of Medicine and of Clinical Medicine in 
the Bellevue Hospital Medical College. 8vo, 16s. [1876] 

BY THE SAME AT7TH0B, 

A MANUAL OF PERCUSSION AND AUSCULTATION, 

of the Physical Diagnosis of Diseases of the Lungs and Heart, and of 
Thoracic Aneurism. Post 8vo, 6s. 6d. [1876] 

ALSO, 

CLINICAL MEDICINE : 

a Systematic Treatise on the Diagnosis and Treatment of Disease. 
8vo, 20s. [1879] 

DIPHTHERIA : 

its Nature and Treatment, Varieties, and Local Expressions, by 
Mobell Mackenzie, M.D., Physician to the Hospital for Diseases of 
the Throat. Crown 8vo, 6s. [1878] 

DISEASES OF THE HEART AND AORTA, 

by Thomas Hayden, F.K.Q.C.P. Irel., Physician to the Mat«r 
Misericordia) Hospital, Dublin. With 80 Engravings. 8yo, 25s. [1875] 

DISEASES OF THE HEART 

and of the Lungs in Connexion therewith— Notes and Observations 
by Thomas Shapteb, M.D., F.R.C.P. Lond., Senior Physician to the 
Devon and Exeter Hospital. 8vo, 7s. 6d. [i87i] 

PHYSICAL DIAGNOSIS OF DISEASES OP THE HEART. 

Lectures by Abthub E. Sansom, M.D., F.R.C.P., Assistant Physician 
to the London Hospital. Second Edition, with Engravings, fcap. 8vo, 
4s. 6d. [1876] 
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DISEASES OF THE HEART AND AORTA : 

Clinical Lectures by George W. Bai^poub, M.D., F.R.O.P., Physician 

to, and Lecturer on Clinical Medicine in, the Royal Lifirmary, Edin- 
burgh. 8vo, with Engravings, 12s. 6d. [1876] 
TRACHEOTOMY, 

especially in Relation to Diseases of the Larynx and Trachea, by 

Ptjgin Thornton, M.R.C.S., late Surgeon to the Hospital for Diseases 

of the Throat. IVith Photographic Plates and Woodcuts, 8vo, 6s. 6d. 

SORE THROAT: ^^^^^^ 

its Nature, Varieties, and Treatment, including the Connexion 

between Affections of the Throat and other Diseases. By Prosser 
J^MES, M.D., Physician to the Hospital for Diseases of the Throat. 
Fourth Edition, with Coloured Plates. Pn ^^^ ynss.^ 

PHYSIOLOGY AND HYGIENE OP THE VOICE, 

with especial reference to its Cultivation and Preservation. For the 

Use of Speakers and Singers. By Gordon Holmes, L.R.C.P. Edin., 
Physician to the Municipal Throat and Ear Infirmary. Crown 8vo, 
6s. 6d. [1879] 

LECTURES ON SYPHILIS OF THE LARYNX 

(Iiesions of the Secondary and Intermediate Stages), by W. Macnbill 

Whistler, M.D., Physician to the Hospital for Diseases of the Throat 
and Chest. Post 8vo, 4s. C1879] 

THE RIVIERA: 

Sketches of the Health Resorts of the North Mediterranean Coast of 
France and Italy, from Hyeres to Spezia; with Chapters on the 
General Meteorology of the District, its Medical Aspect and Value, 
&c. By. Edward I. Sparks, M.A., M.B. Oxon., F.R.C.P. Lond. 
Crown 8vo, 8s. 6d. C1879] 

WINTER AND SPRING 

on the Shores of the Mediterranean. By Henry Bennet, M.D. 

Fifth Edition, post 8vo, with numerous Plates, Maps, and Engravings, 
12s. 6d. P874] 

BY THB SAKE AUTHOB, 

TREATMENT OF PULMONARY CONSUMPTION 

by Hygiene, Climate, and Medicine. Third Edition, 8vo, 7s. 6d. ^^878] 

THE BATH THERMAL WATERS : 

Historical, Social, and Medical, by John Kent Spender, M.D., 

Surgeon to the Mineral Water Hospital, Bath. With an Appendix 
on the Climate of Bath by the Rev. L. Blomefield, M.A., F.L.S., 
F.G.S. 8vo,7s.6d. C1877] 

THE BATH WATERS: 

their Uses and Effects in the Cure and Relief of various Chronic 
Diseases. By James Tunstall, M.D. Fifth Edition, revised, and 
in part re- written, by Richard Carter, M.D., Surgeon to the Bath 
Mineral Hospital. Post Svo, 2s. 6d. C187»] 

ENDEMIC DISEASES OF TROPICAL CLIMATES, 

with their Treatment, by John Sullivan, M.D., M.RC.P. Post Svo, 
6s. P^TT] 
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PRINCIPAL HEALTH RESORTS 

of Europe and Africa, and their Use in the Treatment of Chronic 
Diseases. A Handbook by Thomas More Madden, M.D., M.R.I.A., 
Vice-President of the Dublin Obstetrical Society. 8vo, lOa. C187Q 

DISEASES OP TROPICAL CLIMATES 

and their Treatment : with Hints for the Preservation of Health in the 
Tropics, by James A. Hobton, M.D., Surgeon-Major, Army Medical 
Department. Second Edition, post 8vo, 12s. 6d. Ci®7»] 

HEALTH IN INDIA FOR BRITISH WOMEN 

and on the Prevention of Disease in Tropical Climates by Edwabd J. 
Tilt, M.D. Fourth Edition, crown 8vo, 6s. P®76] 

BAZAAR MEDICINES OF INDIA 

and Common Medical Plants : Remarks on their Uses, with Pull Index 
of Diseases, indicating their Treatment by these and other Agents pro- 
cpurable throughout India, &c., by Edward J. Wabing, M.D., F.R.C.P. 
Third Edition. Fcap Svo, 5s. C1875] 

DISEASES OF THE STOMACH : 

The Varieties of Dyspepsia, their Diagnosis and Treatment. By 
S. O. Habebshon, M.D., F.R.C.P., Senior Physician to Guy's Hos- 
pital. Third Edition, crown Svo, 6s. ^^^ 

BY THE SAME ArTHOB, 

PATHOLOGY OF THE PNEUMOGASTRIC NERYE, 

being the Lumleian Lectures for 1876. Post 8vo, 3s. 6d. ^®^ 

ALSO, 

DISEASES OF THE ABDOMEN, 

comprising those of the Stomach and other parts of the Alimentary 
Canal, (Esophagus, Caecum, Intestines, and Peritoneum. Third 
Edition, with 6 Plates, 8vo, 21s. a878] 

LECTURES ON DISEASES OF THE NERVOUS SYSTEM, 

by Samuel Wilks, M.D., F.R.S., Physician to, and Lecturer on 
Medicine at, Guy's Hospital. Svo, 15s. [1878] 

NERVOUS DISEASES: 

their Description and Treatment, by Allen McLane Hamilton, M.D., 
Physician at the Epileptic and Paralytic Hospital, Blackwell's Island, 
New York City. Roy. 8vo, with 63 Illustrations, 14s. C1878] 

NUTRITION IN HEALTH AND DISEASE : 

a Contribution to Hygiene and to Clinical Medicine. By Henby 
Bennet, M.D. Third (Library) Edition. 8vo, 7s. Cheap Edition, 
Fcap. 8vo, 2s. 6d. [1877] 

HEADACHES : 

their Causes, Nature, and Treatment. By William H. Day, M.D., 
Physician to the Samaritan Free Hospital for Women and Children. 
Third Edition, crown 8vo, with Engravings. tm the PresB] 
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FOOD AND DIETETICS, 

Physiologically and Therapeutically Considered. By Fbedebice W» 
PAvr, M.D., F.R.S., Physician to Guy's Hospital. Second Edition, 
8vo, 15s. C1876] 

BY THE SAKE AUTHOB. 

CERTAIN POINTS CONNECTED WITH DIABETES 

(Oroonian Lectures). 8vo, 4s. 6d. [1878] 

IMPERFECT DIGESTION : 

its Causes and Treatment by Abthtjb Leabed, M.D., F.R.C.P., 
Sixth Edition, fcap 8vo, 4s. 6d. [1875] 

MEGRIM, SICK-HEADACHE, 

and some Allied Disorders : a Contribution to the Pathology of Nerve- 
Storms, by Edwabd Liveing, M.D. Cantab., P.R.C.P., Hon. Fellow 
of King's CoUege, London. Svo, with Coloured Plate, 15s. C1873J 

THE SYMPATHETIC SYSTEM OF NERYES : 

their Physiology and Pathology, by A. Eulenbubg, Professor of 
Medicine, University of Greifswald, and Dr. P. Gtjttmann, Privat 
Decent in Medicine, University of Berlin. Translated by A. Napieb, 
M.D., F.F.P.S Svo, 5s. [1879], 

RHEUMATIC GOUT, 

or Chronic Rheumatic Arthritis of all the Joints; a Treatise by 
Robebt Adams, M.D., M.R.I.A., late Surgeon to H.M. the Queen in 
Ireland. Second Edition, Svo, with Atlas of Plates, 21s. C1873] 

GOUT, RHEUMATISM, 

and the Allied Affections; with a chapter on Longevity and the 
Causes Antagonistic to it, by Peteb Hood, M.D. Second Edition, 
crown Svo, 10s. 6d. C1879] 

RHEUMATISM : 

Notes by Jitlius Pollock, M.D., F.R.C.P., Senior Physician to, and 
Lecturer on Medicine at, Charing Cross Hospital. Second Edition, 
with Engravings, fcap. Svo, 3s. 6d. [1879] 

CERTAIN FORMS OF CANCER, 

with a New and successful Mode of Treating it, to which is prefixed a 
Practical and Systematic Description of all the varieties of this Disease, 
by Alex. Mabsden, M.D., F.R.C.S.E., Senior Surgeon to the Cancer 
Hospital. Second Edition, with Coloured Plates, Svo, Ss. 6d. [1873] 

CANCER LIFE : 

its Causes, Progress, and Treatment. A General and Historical 
Treatise. By Robebt Mitchell, M.R.C.S. Svo, 7s. 6d. [1879] 

ATLAS OF SKIN DISEASES : 

a series of Illustrations, with Descriptive Text and Notes upon Treat- 
ment. By Tilbtjby Fox, M.D., F.R.C.P., late Physician to the Depart- 
ment for Skin Diseases in University College Hospital. With 72 
Coloured Plates, royal 4to, half morocco, £6 6s. [1877] 
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LECTURES ON DERMATOLOGY : 

delivered at the Royal College of Surgeons, by Erasmus Wilson, 
F.R.C.S., F.R.S., 1870, 6s. ; 1871-3, 10s. 6d., 1874-5, 10s. 6d.; 1876-8, 
10s. 6d. 

ECZEMA: 

by McCall Anderson, M.D., Professor of Clmical Medicine in the Uni- 
versity of Glasgow. Third Edition, 8vo, with Engravings, 7s. 6d. C^W 

PSORIASIS OR LEPRA, 

by Geobge Gaskoin, M.R.C.S., Surgeon to the British Hospital for 
Diseases of the Skin. 8vo, 6s. . PWS] 

CERTAIN ENDEMIC SKIN AND OTHER DISEASES 

of India and Hot Climates generally, by TiLBURy Fox, M.D., F.R.O.P., 
and T. Farquhar, M.D. (Published under the sanction of the Secre- 
tary of State for India in Council). 8vo, 10s. 6d. 

ON CERTAIN RARE DISEASES OP THE SKIN : 

being vol. 1 of Lectures on Clinical Surgery. By Jonathan 
Hutchinson, F.R.C.S., Senior Surgeon to the London Hospital, and 
to the Hospital for Diseases of the Skin. 8vo, 10s. 6d. Ci®79] 

PARASITES : 

a Ti'eatise on the Entozoa of Man and Ajiimals, including some account 

of the Ecfcozoa. By T. Spencer Cobbold, M.D., F.R.S., Professor 

of Botany and Helminthology, Royal Veterinary College. With 85 

Engravings. 8vo, 15s. C1879] 

MEDICAL JURISPRUDENCE, 

its Principles and Practice, by Alfred S. Taylor, M.D.> F.R.C.P., 
F.R.S. Second Edition, 2 vols., 8vo, with 189 Engravings, £1 lis. 6d. 

[1873] 
BY THE SAME AUTHOB, 

A MANUAL OF MEDICAL JURISPRUDENCE. 

Tenth Edition. Crown 8vo, with 55 Engravings, 14s. Ci®79] 

ALSO, 

POISONS, 

in Relation to Medical Jurisprudence and Medicine. Third Edition, 
crown 8vo, with 104 Engravings, 16s. ti®^^ 

MEDICAL JURISPRUDENCE : 

Lectures by Francis Ogston, M.D., Professor of Medical Juris- 
prudence and Medical Logic in the University of Aberdeen. Edited 
by Francis Ogston, Jun., M.D., Assistant to the Professor of 
Medical Jurisprudence and Lecturer on Practical Toxicology in the 
University of Aberdeen. 8vo, with 12 Copper Plates, 18s. ^878] 

IDIOCY AND IMBECILITY, 

by William W. Ireland, M.D., Medical Superintendent of the 
Scottish National Institution for the Education of Imbecile Children 
at Larbert, Stirlingshire. With Engravings, 8vo, 14s. C1877] 
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A MANUAL OF PSYCHOLOGICAL MEDICINE : 

containing the Lnnacy Laws, Nosology, etiology, Statistics, Descrip- 
tion, Diagnosis, Pathology, and Treatment of Insanity, with an 
Appendix of Cases. By John C. Bucknill, M.D., F.R.S., and D, 
Hack Tuke, M.D., F.R.C.P. Fourth Edition, with 12 Plates (30 
Figures) and Engravings. 8vo, 25s. C1879] 

A HANDY-BOOK OF FORENSIC MEDICINE AND TOXICOLOGY, 
by W. Bathurst Woodman, M.D., F.R.C.P., and C. Meymott Tidy, 
M.D., F.C.S., Professor of Chemistry and of Medical Jurisprudence,. 
&c., at the London Hospital. With 8 Lithographic Plates and 116 
Engravings, 8vo, 31s. 6d. [1877) 

MEDICAL OPHTHALMOSCOPY: 

a Manual and Atlas, by William R. Gowers, M.D., r.RC.P., 
Assistant Professor of Medicine in University College, and Assistant 
Physician to the Hospital. With 16 Coloured Autotype and Litho- 
graphic Plates, and Woodcuts, comprising 112 Original Illustrations 
of the Changes in the Eye in Diseases of the Brain, Kidneys, &c^ 
8vo, 18s. 08791 

THE MEDICAL ADVISER IN LIFE ASSURANCE, 

by Edward Henby Sieveking, M.D., F.R.C.P., Physician to St. 
Mai'y's and the Lock Hospitals; Physician-Extraordinary to the 
Queen; Physician-in-Ordinary to the Pidnce of Wales, &c. Crown 
8vo, 6s. [1874]. 

MADNESS : 

in its Medical, Legal, and Social Aspects, Lectures by Edoab 
Sheppabd, M.D., M.R.C.P., Professor of Psychological Medicine in 
King's College; one of the Medical Superintendents of the Colney 
Hatch Lunatic Asylum. 8vo, 6s. 6d. [1873} 

A MANUAL OF PRACTICAL HYGIENE, 

by E. A. Pabkes, M.D., F.R.S. Fifth Edition, by P. De Chaumont, 
M.D., F.R.S., Professor of Military Hygiene in the Army Medical 
School. 8vo, with 9 Plates and 112 Engravings, 188. [18781 

SANITARY EXAMINATIONS 

of Water, Air, and Food. A Vade Mecum for the Medical Officer of 
Health, by Cornelius B. Fox, M.D. With 94 Engravings, crown 
8vo, 12s. 6d. Ci«781 

DANGERS TO HEALTH : 

a Pictorial Guide to Domestic Sanitary Defects, by T. PsiDonr 
Teale, M.A., Surgeon to the Leeds General Infirmary. With 55 
Lithographs, 8vo, 10s. C1878] 

MICROSCOPICAL EXAMINATION OP DRINKING WATER : 

a Guide, by John D. Macdonald, M.D., F.R.S., Assistant Pro- 
fessor of Naval Hygiene, Army Medical SchooL Svo, with 24 Plates, 
7s. 6d. n870 
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A HAXDBOOK OF HYGIENE AND SANTTABY SCTENCB, 

bj Geobab WTL801S, ILA., MJ)., Medical Officer of Health for Ifid- 
Warwickshire. Fourth Edition, poet 8vo, with Engrayings, 10s. 6d. 

HANDBOOK OP MEDICAL AND SURGICAL ELECTMOITY, 
bj Hbkbebt Tibbits, MJD., F.B.C.PJE.. Senior FhjsiGian to the 
West London Hospital for Panljsis and Epilepsy. Second Edition, 
8yo, with 95 Engrayings, 9s. [1877] 

BT THB 8AMB AVmOB. 

A MAP OP ZEEMSSEN'S MOTOR POINTS OF THE HUMAN BODY: 
a Guide to Localised Electrisation. Mounted on Rollers, 35 x 21. 
With 20 Blnstrations, 5«. C1877] 

MEDICOELECTRIC APPARATUS: 

a Practical Description of eveiy Form in Modem Use, with Plain 
Directions for Mounting, Charging, and Working, by Salt & Son, 
Birmingham. Second Edition, revised and enlarged, with 33 Engrav- 
ings, 8vo, 28. M, P877] 

A DICTIONARY OP MEDICAL SCIENCE ; 

containing a concise explanation of the vaiioos mbjects and terms of 
Medicine, &c, ; Notices of Climate and Mineral Waters ; Formulae for 
Officinal, Empirical, and Dietetic Preparations ; with the Accentuation 
and Etymology of the terms and the French and other Synonyms, by 
RoBLEY DuHGLisoN, M.D., LL.D. New Edition, royal 8vo, 28s. P^?*] 

A MEDICAL VOCABULARY ; 

being an Explanation of all Terms and Phrases used in the various 

Departments of Medical Science and Practice, giving their derivation, 

meaning, application, and pronunciation, by Robebs G. MaynEi M.D., 

• LL.D. Fourth Edition, fcap 8vo, 10s. [1876] 

DISEASES OP THE EYE : 

a Manual by C. Macnamaba, F.R.C.S., Surgeon to Westminster Hos- 
pital. Third Edition, fcap. 8vo, with Coloured Plates and Engravings, 

128. 6d. [1876] 

DISEASES OP THE EYE : 

a Practical Treatise by Hatnes Walton, F.R.C.S., Surgeon to St. 
Mary's Hospital and in charge of its Ophthalmological Department. 
Third Edition, 8vo, with 3 Plates and nearly 300 Engravings, 25s. 

— cr-. [1875] 

HINTS ON OPHTHALMIC OUT-PATIENT PRACTICE, 

by Chables Higgens, F.R.C.S., Ophthalmic Assistant Surgeon to, 
and Lecturer on Ophthalmology at, Guy's Hospital. Second Edition, 
fcap. 8vo, 3s. [1879] 

GLAUCOMA : 

its Causes, Symptoms, Pathology, and Treatment. The Jacksonian 
Prize Essay for 1878. By Pbibstley Smith, M.R.C.S., Ophthalmic 
Surgeon to the Queen's Hospital, Birmingham. With Lithographic 
Plates (comprising 68 Figures), 8vo, 10s. 6d. C1879] 
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THE STUDENT'S GUIDE TO DISEASES OP THE EYE, 

by Edward Nettleship, F.R.C.S., Ophthalmic Surgeon to, and 
Lecturer on Ophthalmic Surgeiy at, St. Thomas's Hospital. With 
48 Engi-avings, fcap. 8vo, 7s. 6d. 1^879] 

DISEASES OF THE EYE; 

a Treatise by J. Soblberg Wells, F.R.C.S., Ophthalmic Surgeon to 
King's College Hospital and Surgeon to the Royal Jjondon Ophthalmio 
Hospital. Third Edition, 870, with Coloured Plates and Engravings, 
25s. [1873] 

BY THE SAME AITTHOB, 

LONG, SHORT, AND WEAK SIGHT, 

and their Treatment by the Scientific use of Spectacles. Fourth 
Edition, 8vo, 6s. [1873] 

ESSAYS IN OPHTHALMOLOGY, 

by George E. Walker, F.R.C.S., Surgeon to St. Paul's Eye and 
Ear Hospital, &c., Liverpool. Post 8vo, 6s. [1879] 

A SYSTEM OF DENTAL SURGERY, 

by John Tomes, F.R.S., and Charles S. Tomes, M.A., F.R.S., Lec- 
turer on Dental Anatomy and Physiology at the Dental Hospital of 
London. Second Edition, fcap 8vo, with 268 Engravings, 143. [1873] 

DENTAL ANATOMY, HUMAN AND COMPARATIVE : 

a Manual, by Charles S. Tomes, M.A., F.R.S., Lecturer on Dental 
Anatomy and Physiology at the Dental Hospital of London. With 
179 Engravings, crown 8vo, 10s. 6d. [1876] 

A MANUAL OF DENTAL MECHANICS, 

with an Account of the Materials and Appliances used in Mechanical 
Dentistry, by Oaklet Coles, L.D.S.R.C.S., Surgeon-Dentist to 
the Hospital for Diseases of the Throat. Second Edition, crown 8vo, 
with 140 Engravings, 7s. 6d. [1876] 

STUDENT'S GUIDE TO DENTAL ANATOMY AND SURGERY, 
by Henry SewixjCi, M.R.C.S., L.D.S., late Dentist to the West London 
Hospital. With 77 Engravings, fcap. 8vo, 6s. 6d. [1876] 

OPERATIVE DENTISTRY: 

a Practical Treatise, by JoNAiTHAN Taft, D.D.S., Professor of Opera- 
tive Dentistry in the Ohio College of Dental Surgery. Third Edition, 
thoroughly revised, with many additions, and 134 Engravings, 8vo, 

18s. [1877] 

DENTAL CARIES 

and its Causes : an Investigation into the influence of Fungi in the 
Destruction of the Teeth, by Drs. Leber and Rottbnstein. Trans- 
lated by H. Chandler, D.M.D., Professor in the Dental School of 
Harvard University. With Hlustrations, royal 8vo, 6s. [1878] 
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